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Preface 


This  report  represents  two  years  of  deliberations 
and  discussions  of  the  Health  and  Human  Ser- 
vices Advisory  Committee  on  Minority  Health. 
While  we  recognize  that  there  are  many  critical  prob- 
lems confronting  racial  and  ethnic  minority  commu- 
nities in  our  great  Nation,  we  adopted  a  deliberative 
process  by  which  we  arrived  at  priority  issues  for  con- 
sideration. In  truth,  this  report  represents  only  a  first 
set  of  steps  among  many  that  must  be  taken  to  ad- 
dress the  health  needs  of  our  nation's  racial  and  ethnic 
populations.  Many  factors  are  influencing  the  health 
care  environment — changing  demographics,  the 
growth  of  the  Latino/Hispanic  population,  and  the 
prominent  role  that  minorities  are  expected  to  play  in 
all  facets  of  life  in  the  21st  century.  Raising  the  level  of 
health  of  all  minorities  is  a  tremendous  challenge,  yet 
vital. 

This  report  addresses  three  priority  issue  areas 
identified  by  the  Advisory  Committee:  (1)  workforce/ 
health  professions,  (2)  U.S. -Mexico  border  health,  and 
(3)  the  impact  of  bioterrorism  preparedness  and  re- 
sponse on  minority  communities.  The  Committee  is 
grateful  for  the  opportunity  to  provide  advice  and  coun- 
sel for  the  Office  of  Minority  Health  and  the  Secre- 
tary of  Health  and  Human  Services.  It  is  the 
Committee's  hope  that  its  work  will  benefit  the  De- 
partment, the  Administration,  and  Congress  as  they 
plan  for  ensuring  the  health  and  safety  of  all  Ameri- 
cans. As  the  Nation  faces  new  tests  at  home  and  abroad, 
assuring  the  health  of  all  Americans,  regardless  of  race, 
ethnicity,  or  social  status,  is  one  measure  of  a  true  de- 
mocracy. 


The  members  of  the  Advisory  Committee  are 
grateful  for  having  been  selected  as  the  first  members 
of  this  august  body.  We  view  this  as  an  awesome  re- 
sponsibility and  an  opportunity  to  advise  the  Depart- 
ment on  how  it  can  best  serve  racial/ethnic  minority 
populations.    It  has  been  an  honor  to  serve. 

We  would  like  to  thank  the  Honorable  Louis 
Stokes,  who  has  served  as  Chair  of  the  Advisory  Com- 
mittee. His  intellect,  grace,  and  unbending  concern 
for  uncovering  the  facts  to  inform  our  discussions  have 
been  a  guiding  light.  His  service  to  the  country  and 
his  concern  for  those  who  are  disenfranchised  were 
steady  reminders  of  the  importance  of  our  mission. 

We  also  would  like  to  thank  the  Office  of  Minor- 
ity Health  staff,  without  whom  the  report  would  not 
have  been  completed.  They  are  Tuei  Doong,  Sheila 
Pack  Merriweather,  Julie  Moreno,  Guadalupe  Pacheco, 
and  James  Simpson.  Their  willingness  to  search  down 
numerous  facts  and  figures  was  essential  to  the  Com- 
mittee in  getting  its  report  completed.  We  would  also 
like  to  thank  Dr.  Kathi  Hanna,  who  took  the  various 
documents  and  minutes  from  our  meetings  and  worked 
with  us  to  produce  the  final  report.  In  addition, 
Stephanie  Singleton,  our  graphic  designer,  made  the 
report  easier  and  more  pleasant  to  read. 

Last,  but  not  least,  Dr.  Nathan  Stinson,  Deputy 
Assistant  Secretary  for  Minority  Health,  with  good  hu- 
mor and  a  wealth  of  experience,  encouraged  the  Com- 
mittee to  always  remember  that  its  goal  was  to  find 
the  means  to  ensure  that  everyone  in  America  have 
the  opportunity  to  have  a  long  and  healthy  life. 
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Executive  Summary 


The  Department  of  Health  and  Human  Ser- 
vices (HHS)  Advisory  Committee  on  Minor- 
ity Health  was  created  in  December  of  2000 
to  advise  the  Secretary  on  ways  to  improve  the  health 
of  racial  and  ethnic  minority  populations  and  on  the 
development  of  goals  and  specific  program  activities 
within  the  Department  regarding  minority  health.  Its 
12  members  represent  diverse  racial  and  ethnic  com- 
munities and  have  expertise  on  a  wide  range  of  health 
issues,  including  the  unique  challenges  facing  minori- 
ties in  rural  and  urban  communities,  children,  women, 
elders,  and  people  with  disabilities. 

A  critical  area  emphasized  by  both  the  Depart- 
ment and  the  Advisory  Committee  is  that  of  racial 
and  ethnic  health  disparities.  Despite  modest  improve- 
ments in  minority  health  in  recent  years,  in  some  ar- 
eas the  disparities  for  racial  and  ethnic  minorities  re- 
main the  same  or  have  increased.  HHS  agencies  are 
currently  working  on  Healthy  People  2010,  the 
nations  public  health  agenda  for  the  current  decade, 
and  a  major  focus  is  on  not  just  reducing,  but  elimi- 
nating disparities  in  health  among  all  populations  by 
2010. 

In  support  of  Healthy  People  2010,  and  as  part  of 
its  charge  to  advise  HHS  on  improving  the  health  of 
racial  and  ethnic  minority  groups,  the  Advisory  Com- 
mittee on  Minority  Health  identified  three  specific 
minority  health  priorities:  workforce/health  profes- 
sions, U.S. -Mexico  border  health,  and  bioterrorism. 
The  Committee  selected  these  three  areas  by  first  fo- 
cusing on  the  nine  categories  of  minority  health  goals 
listed  in  the  Committee's  Charter  to  determine  what 
opportunities  are  present  to  develop  a  direction  and 
provide  advice  to  the  Secretary  of  HHS  regarding  cre- 
ative and  innovative  approaches  to  addressing  dispari- 
ties. These  three  topics  are  sufficiently  broad  and  in- 
terrelated to  make  the  recommendations  offered  in  this 
report  particularly  useful  in  enhancing  existing  pro- 
grams and  legislation  and  in  offering  new,  creative, 
and  innovative  approaches  for  programs,  legislation, 
and  research. 

Workforce/Health  Professions 

Those  who  provide  health  care  are  a  precious  and 
critical  community  resource,  especially  in  minority  and 
rural  communities  where  lack  of  access  to  quality  health 


care  contributes  to  health  disparities  in  numerous  dis- 
eases and  disabilities.  The  need  to  develop  a  pool  of 
health  care  providers  to  serve  these  communities  is  vi- 
tally important.  Moreover,  as  the  U.S.  population  be- 
comes more  diverse,  it  is  increasingly  important  that 
the  Nation  has  well-trained  health  care  providers,  pub- 
lic health  professionals,  educators,  researchers,  and 
policy  makers  who  reflect  the  racial  and  cultural  di- 
versity of  the  Nation.  To  cultivate  and  sustain  this  es- 
sential workforce,  every  effort  must  be  made  to  estab- 
lish and  maintain  a  pipeline  of  well-educated  and 
appropriately  trained  individuals.  A  pool  of  qualified 
minority  health  professionals  must  be  available  and 
continually  replenished  to  address  the  economic,  so- 
cial, and  health  needs  of  an  increasingly  diversified 
society. 

Critical  issues  affecting  access  to,  and  quality  of, 
health  care  for  diverse  American  populations  include: 
the  availability  and  geographic  distribution  of  health 
care  providers,  language  proficiency,  and  cultural  com- 
petency in  the  health  care  professions.  There  is  grow- 
ing evidence  of  the  impact  of  sociocultural  factors,  gen- 
der, race,  and  ethnicity  on  clinical  care.  Several  reports 
document  that  physicians  and  other  health  profession- 
als from  racial  and  ethnic  minority  groups  can  help 
improve  access  to  care  for  minority  groups  and  are 
more  likely  to  practice  in  underserved  areas  and  care 
for  minority,  poor,  underserved,  and  uninsured  per- 
sons. 

Yet  minorities  are  underrepresented  at  all  levels  of 
medicine  and  public  health  and,  given  the  changing 
demographics  in  the  United  States,  physicians  and 
other  health  professionals  will  care  for  increasingly  di- 
verse populations.  The  diversity  of  the  health  workforce 
is  not  keeping  pace  with  the  diversity  of  the  Nation. 
Ensuring  that  health  professionals  are  available  and 
properly  trained,  culturally  competent  and  reflective 
of  the  communities  they  serve,  can  have  an  important 
impact  on  health  care  delivery  and  quality  of  care. 

In  addition,  racial  and  ethnic  minorities  consti- 
tute a  critical  human  resource  that  must  be  fostered 
and  educated  in  the  health  professions  in  order  to  serve 
all  elements  of  society.  Not  expanding  the  roles  of  ra- 
cial and  ethnic  minorities  in  the  health  care  profes- 
sions will  exacerbate  existing  health  disparities  and 
deny  the  Nation  the  benefit  of  the  untapped  skills 
and  talents  of  a  large  number  of  Americans. 
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The  Committee  is  convinced  that  the  real  chal- 
lenge of  closing  gaps  in  health  care  lies  not  in  debat- 
ing whether  disparities  exist,  but  in  developing  and 
implementing  strategies  to  expand  the  representation 
of  underrepresented  minorities  in  the  health  profes- 
sions and  in  sustaining  the  commitment  from  those 
who  provide  care  to  address  disparities  on  a  daily  ba- 
sis. The  Committee  offers  recommendations  in  five  areas 
it  determined  as  critical  to  increasing  diversity  in  the 
health  care  workforce: 

1 .  The  need  to  increase  the  HHS  budget  for 
scholarship,  loan  repayment,  and  training, 
particularly  for  minority  health  professionals; 

2.  The  need  to  increase  the  number  of  health 
care  providers  in  areas  lacking  access; 

3.  The  need  to  increase  the  recruitment  and  re- 
tention of  minorities  into  health  professional 
schools; 

4.  The  need  to  increase  the  number  of  minori- 
ties moving  through  the  K-12  and  under- 
graduate science  pipelines;  and 

5.  The  need  to  improve  the  infrastructure  for 
delivery  of  health  care  in  high-priority  areas. 

U.S.-Mexico  Border  Health 

U.S. -Mexico  border  residents,  who  have  histori- 
cally and  culturally  contributed  significantly  to  the 
development  of  this  Nation,  must  be  given  an  equal 
opportunity  to  live  healthy  and  safe  lives.  The  popu- 
lation of  the  U.S.-Mexico  border  continues  to  experi- 
ence fast-paced  growth  that  vastly  overburdens  the  al- 
ready inadequate  health  care  infrastructure,  one  that 
suffers  from  a  serious  lack  of  access  to  health  care  ser- 
vices resulting  from  health  professional  shortages,  lim- 
ited health  care  facilities,  high  uninsured  populations, 
and  the  largest  racial/ethnic  disparities  in  the  nation. 
The  federal  government  must  aggressively  confront 
these  conditions  along  the  U.S-Mexico  border  and 
work  to  develop  meaningful  strategies  to  reduce  the 
causes  of  preventable  diseases  and  to  improve  access  to 
basic  primary  health  care  services.  Without  such  at- 
tention, a  crisis  of  national  proportion  may  develop. 


In  general,  lack  of  access  to  a  strong  public  health 
system  is  a  significant  problem  along  the  border,  which, 
if  addressed,  would  vastly  improve  the  health  of  those 
living  in  the  area.  However,  the  development  of  effi- 
cient, effective,  and  coordinated  health  care  in  this  re- 
gion has  been  hampered  by  the  lack  of  communica- 
tion among  federal,  state,  and  local  programs  and 
disjointed  efforts  among  these  entities  regarding  bor- 
der health  programs  and  issues. 

Other  barriers  to  the  development  of  an  effective 
health  care  system  include  inadequate  infrastructure; 
an  insufficient  supply  of  health  care  providers;  lack  of 
early  intervention,  outreach  services,  and  prevention 
programs;  uneven  distribution  of  hospitals,  physicians 
and  other  health  care  professionals;  the  inequitable  use 
of  reimbursement  rates  and  formulas;  insufficient  dis- 
ease surveillance  efforts  and  environmental  protections 
along  the  border;  a  shortage  of  bilingual  health  infor- 
mation and  health  care  providers;  culturally  insensi- 
tive systems  of  care;  and  inadequate  transportation  sys- 
tems. 

The  Committee  focuses  on  recommendations  for 
improving  the  health  of  those  who  live  in  the  border 
region,  which  includes  the  development  of  meaning- 
ful strategies  to  reduce  the  causes  of  preventable  dis- 
eases and  to  improve  access  to  public  health  programs 
and  health  care  services.  The  Committee  conducted  a 
policy  review  of  health  needs  on  the  border  that  fo- 
cused on  an  analysis  of  Senate  Bill  1878,  relevant  de- 
mographic information,  and  recommendations  on  im- 
proving border  health  from  the  U.S.-Mexico  Border 
Health  Commission,  the  Health  Resources  and  Ser- 
vices Administration,  and  the  four  border  state  health 
agencies. 

Based  on  this  review  and  Committee  meetings  and 
deliberations,  recommendations  are  offered  in  five  pri- 
ority U.S.-Mexico  border  health  issues: 

1 .  The  need  for  a  central  office  to  increase  coor- 
dination among  agencies  to  improve  U.S.- 
Mexico border  health; 

2.  The  need  to  expand  health  care  infrastructure 
in  the  U.S.-Mexico  border  region; 

3.  The  need  to  increase  disease  surveillance  ef- 
forts in  the  U.S.-Mexico  border  region; 
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4.  The  need  to  provide  health  promotion/dis- 
ease ptevention  services  in  the  U.S. -Mexico 
border  region  that  are  culturally  and  linguis- 
tically appropriate;  and 

5.  The  need  to  broaden  environmental  protec- 
tions in  the  U.S. -Mexico  border  region. 

Bioterrorism 

Bioterrorism  poses  a  unique  challenge  to  the  se- 
curity of  the  U.S.  population.  The  attacks  of  Septem- 
ber 11,  2001,  and  the  intentional  release  of  anthrax 
spores,  revealed  vulnerabilities  in  the  U.S.  public 
health  infrastructure  and,  in  particular,  exposed  the 
effects  of  the  long  decline  in  the  U.S.  public  health 
system  on  the  security  of  the  nation  and  individual 
members  of  the  population.  In  response,  the  federal 
government  has  been  developing  a  comprehensive 
bioterrorism  and  public  health  emergency  prepared- 
ness plan. 

Minority  populations  must  understand  where, 
why,  and  how  to  access  services  as  they  relate  to 
bioterrorism  planning  and  response  efforts.  In  addi- 
tion, it  is  critically  important  to  include  minority 
populations  in  the  planning  of  response  efforts  as  well 
as  ensure  their  place  in  an  expanded  workforce  as  the 
public  health  infrastructure  is  improved  to  prepare  for 
and  respond  to  bioterrorist  attacks  and  public  health 
emergencies. 

Critical  benchmarks  have  been  set  for  bioterrorism 
preparedness  planning  by  the  Centers  for  Disease  Con- 
trol and  Prevention  and  HHS.  The  Committee  re- 
viewed the  HHS  plans  and  benchmarks  and  used  them 
as  a  guide  in  their  deliberations  and  development  of 
recommendations.  The  HHS  goals  provide  an  oppor- 


tunity, early  in  the  process,  for  ensuring  that  minority 
populations  are  involved  in  the  planning  and  assess- 
ment of  strategies  to  counter  bioterrorism,  and  that 
such  plans  reflect  and  address  the  needs  and  priorities 
of  minority  communities. 

Three  major  issues  were  identified  and  recommen- 
dations made  in  the  following  areas: 

1 .  Include  minority  representation  in  prepared- 
ness planning  and  readiness  efforts; 

2.  Ensure  expanded  response  capacities  by  en- 
listing and  partnering  with  minority  popula- 
tions and  organizations;  and 

3.  Ensure  that  Health  Alert  Networks/commu- 
nications reach  all  populations  in  a  linguisti- 
cally and  culturally  competent  manner. 

The  Committee  is  grateful  for  the  opportunity  to  de- 
velop direction  and  advice  for  the  Office  of  Minority 
Health  and  the  Secretary  of  Health  and  Human  Ser- 
vices. It  is  the  Committee's  hope  that  its  work  will 
benefit  HHS,  the  Administration,  and  Congress  as 
they  plan  for  ensuring  the  health  and  safety  of  all 
Americans. 

Many  factors  are  influencing  the  health  care  envi- 
ronment— changing  demographics,  the  growth  of  the 
Latino/Hispanic  population,  and  the  prominent  role 
that  minorities  are  expected  to  play  in  all  facets  of  life 
in  the  21st  century.  Raising  the  level  of  health  of  all 
minorities  is  a  tremendous  challenge,  yet  vital.  As  the 
Nation  faces  new  tests  at  home  and  abroad,  assuring 
the  health  of  all  Americans,  regardless  of  race,  ethnic- 
ity, or  social  status,  is  a  premier  measure  of  a  true  de- 
mocracy. 
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Introduction 


The  Department  of  Health  and  Human  Ser- 
vices (HHS)  Advisory  Committee  on  Minor- 
ity Health  was  created  in  December  of  2000 
to  advise  the  Secretary  on  ways  to  improve  the  health 
of  racial  and  ethnic  minority  populations1  and  on  the 
development  of  goals  and  specific  program  activities 
within  the  Department  regarding  minority  health.  Its 
12  members  represent  diverse  racial  and  ethnic  com- 
munities and  have  expertise  on  a  wide  range  of  health 
issues,  including  the  unique  chal- 
lenges facing  minorities  in  rural 
and  urban  communities,  children, 
women,  elders,  and  people  with 
disabilities. 

A  critical  area  emphasized  by 
both  the  Department  and  the  Ad- 
visor)' Committee  is  that  of  racial 
and  ethnic  health  disparities. 
Where  do  we  stand  at  this  time 
as  a  Nation  in  addressing  these 
health  disparities?  A  National 
Center  for  Health  Statistics  report 
issued  in  January  2002,  "Trends 
in  Racial  and  Ethnic-Specific 
Rates  for  the  Health  Status  Indi- 
cators: United  States,  1990- 
1998,"  followed  a  set  of  17  Lead- 
ing Health  Indicators  identified 
by  HHS  agencies  nationwide  and 

in  states  and  communities  for  that  period  and  found 
that  all  racial  and  ethnic  groups  in  the  United  States 
experienced  improvements  in  rates  for  10  of  the  17 
health  indicators.2 

Despite  these  improvements,  however,  in  some  ar- 
eas the  disparities  for  racial  and  ethnic  minorities  re- 
mained the  same  or  increased.  As  a  result,  African 
Americans,  Latino/Hispanic  Americans,  Asian  Ameri- 
cans/Pacific Islanders  and  American  Indians/Alaska 
Natives  are  more  likely  to  have  poor  health  and  to  die 
prematurely.  A  closer  look  at  some  of  the  challenges 
minority  communities  face  reveals  that: 

♦♦♦  Heart  disease  is  the  leading  cause  of  death  for 
all  racial  and  ethnic  groups  in  the  United 
States.  In  1999,  rates  of  death  from  cardio- 
vascular disease  were  about  30  percent  higher 
among  African  American  adults  than  among 
White  adults; 


♦♦♦  Only  56  percent  of  Asian  women  over  the  age 
of  40  reported  having  a  mammogram  in  2000, 
compared  to  71  percent  of  their  White  coun- 
terparts; 

♦♦♦  In  women,  overweight  and  obesity  are  higher 
among  members  of  racial  and  ethnic  minor- 
ity populations  than  in  non-Latino/Hispanic 
White  women; 

♦♦♦  In  men,  Mexican  Ameri- 
cans have  a  higher  prevalence  of 
overweight  and  obesity  than 
non-Latino/Hispanic  men, 
while  non-Latino/Hispanic 
White  men  have  a  greater  preva- 
lence than  non-Latino/His- 
panic black  men.  Approxi- 
mately 300,000  U.S.  deaths  a 
year  currently  are  associated 
with  obesity  and  overweight. 
The  total  direct  and  indirect 
costs  attributed  to  overweight 
and  obesity  amounted  to  $117 
billion  in  the  year  2000; 

♦♦♦  The  incidence  of  diabetes 
among  American  Indians  and 
Alaska  Natives  is  more  than 
twice  that  of  the  total  population,  and  the 
Tohono  O'odham  (Pima)  Indians  of  Arizona 
have  the  highest  known  prevalence  of  diabe- 
tes in  the  world.  The  prevalence  of  diabetes  is 
70  percent  higher  among  African  Americans 
and  nearly  100  percent  higher  among  Lati- 
nos/Hispanics  than  among  Whites; 

*t*  As  recently  as  2000,  African  Americans  and 
Latinos/Hispanics  accounted  for  roughly  75 
percent  of  all  adult  AIDS  cases,  although  they 
only  comprise  25  percent  of  the  U.S.  popula- 
tion. African  American  and  Latinos/Hispan- 
ics also  make  up  81  percent  of  all  pediatric 
AIDS  cases;  and 
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♦♦♦  In  2000,  67  percent  of  older  White  persons 
received  an  influenza  vaccination,  compared 
to  only  48  percent  and  56  percent  of  older 
African  American  and  Latino/Hispanic  per- 
sons, respectively.  Disparities  for  pneumococ- 
cal vaccination  coverage  were  even  wider,  with 
57  percent  for  Whites,  31  percent  for  African 
Americans  and  30  percent  for  Latinos/His- 
panics. 

HHS  agencies  are  currently  working  on  Healthy  People 
2010,  the  Nation's  public  health  agenda  for  the  cur- 
rent decade.  The  Leading  Health  Indicators  identi- 
fied by  HHS  agencies  for  Healthy  People  2010,  which 
were  selected  on  the  basis  of  their  ability  to  motivate 
action,  the  availability  of  data  to  measure  progress, 
and  their  importance  as  public  health  issues,  reflect 
the  major  health  concerns  in  the  United  States  at  the 
beginning  of  the  21st  century  and  the  focus  on  not 
just  reducing,  but  eliminating  disparities  in  health 
among  all  populations  by  2010. 

In  support  of  Healthy  People  2010  and  as  part  of 
its  charge  to  advise  HHS  on  improving  the  health  of 
racial  and  ethnic  minority  groups,  which  includes  a 
strong  emphasis  on  reducing  and  finally  eliminating 
disparities,  the  Advisory  Committee  on  Minority 
Health  identified  three  priorities:  workforce/health  pro- 
fessions, U.S. -Mexico  border  health,  and  bioterrorism. 

The  Committee  selected  these  three  areas  by  first 
focusing  on  the  nine  categories  of  minority  health  goals 
listed  in  the  Committee's  Charter  to  determine  what 
opportunities  are  present  to  provide  advice  to  the  Sec- 


retary of  HHS  on  the  direction  HHS  should  take  re- 
garding creative  and  innovative  approaches  to  address- 
ing disparities. 

Then,  through  ongoing  discussions,  deliberations, 
and  the  work  conducted  by  various  subcommittees 
and  presenters,  Committee  members  narrowed  their 
focus  to  areas  where  the  most  impact  in  health  status 
could  be  made  and  for  which  the  Department  could 
target  its  resources  in  a  comprehensive  way.  In  addi- 
tion, through  their  deliberations,  members  agreed  that 
these  three  topics  are  sufficiently  broad  and  interre- 
lated to  make  their  recommendations  particularly  use- 
ful in  enhancing  existing  programs  and  legislation  and 
in  offering  new,  creative,  and  innovative  approaches 
for  programs,  legislation,  and  research.  Committee 
members  recognized  that  through  these  recommen- 
dations, which  refer  to  system-wide  changes  in  some 
aspect  of  the  health  care  delivery  system,  they  have 
the  opportunity  to  provide  meaningful  advice  to  the 
Secretary  on  how  HHS  can  improve  the  health  status 
of  the  Nation's  racial  and  ethnic  minority  groups  and 
help  to  eliminate  health  disparities. 

Ensuring  that  all  Americans  have  the  opportunity 
for  improved  health  is  crucial  for  numerous  reasons.  A 
healthy  population  is  more  productive,  creating  a  more 
dynamic  workforce.  Healthy  people  are  able  to  par- 
ticipate more  fully  in  the  fabric  of  our  economic,  so- 
cial, and  cultural  traditions.  The  goal  of  achieving 
health  for  all  speaks  clearly  to  the  recognition  that  di- 
versity is  the  great  strength  of  our  Nation,  providing 
vitality  for  the  future. 
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Those  who  provide  health  care  are  a  precious 
and  critical  community  resource,  especially  in 
minority  and  rural  communities  where  lack 
of  access  to  quality  health  care  contributes  to  health 
disparities  in  numerous  diseases. 

The  need  to  develop  a  pool  of  culturally  and  lin- 
guistically competent  providers  to 
serve  these  communities  is  vitally     ^^^^^^^B^M 
important.  Moreover  as  the  U.S. 
population  becomes  more  diverse, 
it  is  increasingly  important  that  the 
Nation  has  well-trained  health  care 
providers,  educators,  researchers, 
and  policy  makers  who  reflect  the 
racial  and  cultural  diversity  of  the 
Nation.  To  cultivate  and  sustain 
this  essential  workforce,  every  ef-     ^^^^^^^^^^_ 
fort  must  be  made  to  establish  and 
maintain  a  pipeline  of  well-educated  and  appropri- 
ately trained  individuals.  A  pool  of  qualified  minority 
health  professionals  must  be  available  and  continually 
replenished  to  address  the  economic,  social,  and  health 
needs  of  an  increasingly  diversified  society. 

Background 

The  twenty-first  century  provides  a  fresh  oppor- 
tunity to  redirect  our  collective  vision  and  energy  to- 
ward the  elimination  of  health  disparities.  Critical  is- 
sues affecting  access  to,  and  quality  of,  health  care  for 
diverse  American  populations  include:  the  availability 
and  geographic  distribution  of  health  care  providers, 
language  proficiency,  and  cultural  competency  in  the 
health  care  professions.  There  is  growing  evidence  of 
the  impact  of  sociocultural  factors,  gender,  race,  and 
ethnicity  on  clinical  care.  Several  reports  document 
that  physicians  from  racial  and  ethnic  minority  groups 
can  help  improve  access  to  care  for  minority  groups 
and  are  more  likely  than  White  physicians  to  practice 
in  underserved  areas  and  care  for  minority,  poor, 
underserved,  and  uninsured  persons.3 

Yet  minorities  are  underrepresented  at  all  levels  of 
the  health  care  professions  and  given  the  changing  de- 
mographics in  the  United  States,  health  care  provid- 
ers care  for  increasingly  diverse  populations.  The  di- 
versity of  the  health  workforce  is  not  keeping  pace  with 
the  diversity  of  the  Nation.  Ensuring  that  health  pro- 
fessionals are  available  and  properly  trained,  cultur- 
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ally  competent,  and  reflective  of  the  communities  they 
serve  can  have  an  important  impact  on  health  care 
delivery  and  quality. 

In  addition,  racial  and  ethnic  minorities  consti- 
tute a  critical  human  resource  that  must  be  fostered 
and  educated  in  the  health  professions  in  order  to  serve 
all  elements  of  society.  Failing  to 
^^^^^^^^^^B      expand  the  roles  of  racial  and  eth- 
nic minorities  in  the  health  care 
professions  will  exacerbate  existing 
health  disparities  and  deny  the 
Nation  the  benefit  of  the  untapped 
skills  and  talents  of  a  large  num- 
ber of  Americans. 

Increasing  the  numbers  of 
underrepresented  minorities  in  the 
^^^^^^^^^_  health  professions  has  been  on  the 
Nation's  health  promotion  and  dis- 
ease prevention  agenda  for  several  decades.  Targets  for 
increasing  enrollment  and  graduation  of  underrepre- 
sented minorities  were  set  in  the  early  1990s  as  part 
of  Healthy  People  2000;  they  have  not  been  achieved. 
More  recently,  the  Healthy  People  2010  companion 
document  for  workforce  development,  'The  Key  In- 
gredient of  the  National  Prevention  Agenda:  Workforce 
Development,  "  presented  new  challenges  for  workforce 
development  and  recognized  that  a  diverse  and  pre- 
pared workforce  is  the  underpinning  of  achieving  bet- 
ter health,  a  better  health  care  system,  and  eliminat- 
ing health  disparities  in  America.4 

In  2002,  the  Institute  of  Medicine  published  "Un- 
equal Treatment:  Confronting  Racial  and  Ethnic  Dis- 
parities in  Healthcare,"  which  again  emphasized  the 
importance  of  diversity  in  the  health  care  workforce: 

"Racial  and  ethnic  minorities  tend  to  receive 
a  lower  quality  of  health  care  than  non-mi- 
norities, even  when  access-related  factors,  such 
as  patients'  insurance  status  and  income,  are 
controlled.  The  sources  of  these  disparities  are 
complex,  are  rooted  in  historic  and  contem- 
porary inequities,  and  involve  many  partici- 
pants at  several  levels,  including  health  sys- 
tems, their  administrative  and  bureaucratic 
processes,  utilization  managers,  health  care 
professionals,  and  patients." 
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The  study  committee  found  evidence  that 
stereotyping,  biases,  and  uncertainty  on  the  part 
of  health  care  providers  can  all  contribute  to 
unequal  treatment.  "The  health  care  workforce 
and  its  ability  to  deliver  quality  care  for  racial 
and  ethnic  minorities  can  be  improved  substan- 
tially by  increasing  the  proportion  of  under- 
represented  U.S.  racial  and  ethnic  minorities 
among  health  professionals.  A  comprehensive 
multi-level  strategy  is  needed  to  eliminate  these 
disparities." 

Despite  the  recognition  of  the  persistent  and  looming 
requirement  to  diversify  the  health  care  workforce, 
there  continue  to  be  insufficient  numbers  of  under- 
represented  minorities  graduating  from  medical  and 
other  health  professions  schools  in  the  United  States. 
Despite  efforts  to  increase  these  numbers,  low  repre- 
sentation rates  have  persisted  for  over  three  decades. 


While  there  have  been  notable  gains  in  some  ar- 
eas— between  1981  and  1997  the  percentage  of  un- 
derrepresented  minorities  in  pharmacy  and  nursing 
schools  increased — there  have  also  been  losses.  In  the 
same  time  period,  the  percentage  of  minority  enroll- 
ees  in  podiatry,  dentistry,  and  optometry  schools  de- 
creased. Even  with  increases  in  some  disciplines,  the 
percentage  of  minority  health  professionals  continues 
to  be  disproportionately  low.  Members  of  underrep- 
resented  racial  and  ethnic  groups  comprise  25  per- 
cent of  the  U.S.  population,  but  their  representation 
among  health  professionals  is  only  about  10  percent. 

The  Council  on  Graduate  Medical  Education1  re- 
ports that  in  1997,  Black  Americans,  Latinos/Hispan- 
ics,  and  American  Indians/Alaska  Natives  represented 
approximately  23.6  percent  of  the  population,  but  only 
12.2  percent  of  all  enrollees  in  allopathic  medical 
schools.  Between  1996  and  1997,  there  was  a  7.1  per- 
cent decline  in  underrepresented  minority  new  en- 
trants to  U.S.  medical  schools. 
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Percent  of  Acceptance  Rates  to  Medical  School 
by  Race/Ethnicity  for  2001 
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Between  1996 — when  the  applicant  pool  was  at 
its  peak — and  2001,  underrepresented  minority  ap- 
plicants declined  by  nearly  21  percent,  while  the  de- 
cline in  the  total  applicant  pool  was  nearly  26  per- 
cent. 

In  2001,  the  number  of  underrepresented  minori- 
ties accepted  into  medical  school  declined  for  the  sixth 
year  in  a  row,  which  represented  a  decline  of  12  per- 
cent from  1995,  the  year  when  the  greatest  number 
of  applicants  was  accepted.  In  2001,  among  minority 
applicants: 

♦J*  The  acceptance  rate  for  African  Americans  was 
42.6  percent; 

♦J*  The  acceptance  rate  for  mainland  Puerto 
Ricans  was  highest — 60.4  percent; 

♦♦♦  The  American  Indian  acceptance  rate  was  51 
percent  due  in  part  to  the  small  American 
Indian  applicant  pool;  and 

*X*  White  and  Asian  or  Pacific  Islander  applicants 
had  approximately  the  same  acceptance  rate 


(51.7  percent  and  51.1  percent  respectively), 
while  those  applying  with  foreign  student  vi- 
sas had  the  lowest  rate. 

The  Workforce/Health  Professions  Subcommittee  of 
the  Advisory  Committee  on  Minority  Health  listened 
to  and  reviewed  numerous  presentations  and  state- 
ments by  public  and  private  sector  organizations  to 
better  understand,  synthesize,  and  interpret  the  many 
facets  and  issues  facing  the  health  professions 
workforce. 

After  careful  consideration  of  the  data  presented, 
the  Committee  was  convinced  that  the  real  challenge 
of  closing  gaps  in  health  care  lies  not  in  debating 
whether  disparities  exist,  but  in  developing  and  imple- 
menting strategies  to  expand  the  representation  of  un- 
derrepresented minorities  in  the  health  professions  and 
in  sustaining  the  commitment  from  those  who  pro- 
vide care  to  address  disparities  on  a  daily  basis. 

Based  on  the  work  of  the  subcommittee,  the  Ad- 
visory Committee  identified  five  areas  that  are  critical 
to  increasing  diversity  in  the  health  care  workforce 
from  which  recommendations  emerged. 
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Workforce/Health  Profession  Needs 

1.0      Increase  the  HHS  budget  for  scholarship,  loan  repayment,  and  training,  particularly  for  minority 
health  professionals; 

2.0      Increase  the  number  of  health  care  providers  in  areas  lacking  access; 

3.0      Increase  the  recruitment  and  retention  of  minorities  into  health  professional  schools; 

4.0      Increase  the  number  of  minorities  moving  through  the  K-12  and  undergraduate  science 
pipelines;  and 

5.0      Improve  the  infrastructure  for  delivery  of  health  care  in  high-priority  areas. 


1.0         Increase  the  HHS  Budget  for  Training  Recommendation  1.2: 


Recommendation  1.1: 

HHS  should  increase  allocations  available  for 
scholarship  and  loan  repayment  programs  and 
for  health  professions  training  programs. 

Justification 

The  Advisory  Committee  on  Minority  Health 
notes  that  the  President's  Fiscal  Year  Budget  for  2004 
does  not  include  key  funding  for  the  HHS  initiative 
"Close  the  Health  Gap,"  aimed  at  the  elimination  of 
racial  and  ethnic  disparities  in  health.  In  addition,  the 
Committee  is  extremely  concerned  that  the  HHS  bud- 
gets for  Fiscal  Year  2003  and  2004  remained  the  same, 
significantly  reduced,  or  deleted  funding  for  programs 
associated  with  health  professions  in  several  program- 
matic areas,  as  shown  in  Table  1. 

However,  the  Committee  commends  the  Admin- 
istration for  its  Presidential  Initiative  to  strengthen  the 
health  care  safety  net  by  increasing  funding  for  the 
Community  Health  Center  Program  (Section  330  of 
the  Public  Health  Service  Act),  including  National 
Health  Service  Corps  recruitment.  This  is  an  impor- 
tant initiative  but  will  fall  short  if  there  are  insuffi- 
cient numbers  of  professionals  to  provide  the  neces- 
sary services. 

The  Committee  recommends,  therefore,  that  full 
funding  in  the  health  professions  component  of  the 
Department's  Fiscal  Year  2004  budget  be  restored. 


HHS  should  broaden  the  pool  of  providers  to  be 
considered  for  loan  repayment  programs  (to  in- 
clude non-physician  professionals)  and  structure 
payments  to  provide  retention  incentives. 

Justification 

Increasing  the  diversity  of  health  professionals  has 
been  an  explicit  strategy  of  the  federal  government  for 
several  decades.  Providing  scholarships,  training  pro- 
grams, and  loan  repayment  programs  is  the  most  ef- 

Table  1:  Critical  Workforce/Training  Programs 

Health  Resources  and  Services  Administration: 

-  Loan  Repayment/Faculty  Fellowships  Program; 

-  Scholarships  for  Disadvantaged  Students; 

-  Health  Professions  Training  for  Diversity; 

-  Training/Primary  Care  Medical 

Dentistry  Programs; 

-  Public  Health  Workforce  Programs; 

-  Community-based  Training  Programs;  and 

-  Nurse  Workforce  Development  Programs. 

National  Institutes  of  Health: 

-  Minority  K-12 

-  Minority  Access  to  Research  Careers 

Indian  Health  Service: 

-  Indian  Health  Professions 
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fective  means  ro  attract  individuals  into  the  health  pro- 
fessions who  would  otherwise  be  denied  entry  based 
solely  on  their  inability  to  pay.  Loan  repayment  and 
scholarship  programs  have  a  demonstrated  positive  ef- 
fect on  increasing  the  numbers  of  underrepresented 
minorities  in  the  health  professions  and  should  not  be 
decreased  or  eliminated.  Practicing  primary  care  in  a 
medically  underserved  community  is  a  career  goal  for 
many  health  professions  students,  medical  residents, 
and  clinicians.  They  have  the  will,  but  not  necessarily 
the  financial  resources,  to  meet  their  goals. 

Moreover,  as  part  of  loan  repayment  programs, 
HHS  should  broaden  the  pool  of  health  care  provid- 
ers to  include  more  primary  care  nurse  practitioners, 
primary  care  physician  assistants,  certified  nurse-mid- 
wives,  dentists,  dental  hygienists,  and  mental  or  be- 
havioral health  professionals. 

The  Committee  supports  incentives  such  as  those 
offered  by  some  health  maintenance  organizations  to 
retain  providers,  and  recommends  that  these  be  ex- 
panded to  include  urban  and  rural  systems  of  care. 
Loan  repayment  opportunities  will  assure  the  contin- 
ued supply  of  these  health  professionals  to  serve  mi- 
nority populations  and  underserved  communities. 

In  addition,  HHS  should  expand  and  enhance 
mechanisms  that  require  recipients  of  loan  and  schol- 
arship programs  to  obtain  training  in  cultural  and  lin- 
guistic competency  in  concert  with  regional  academic 
experts  and  local  community  experts. 

2.0     Increase  the  Number  of  Health  care 
Professionals  in  Areas  of  Need 

Recommendation  2.1: 

HHS  must  do  more  to  address  the  recruitment  of 
new  health  care  providers  and  the  retention  of 
providers  currently  working  in  underserved  com- 
munities to  address  the  health  needs  of  minority 
and  disadvantaged  populations. 

Justification 

Demographic  changes  will  affect  some  areas  of  the 
United  States  more  than  others.  For  example,  the  U.S. 
Census  Bureau  projects  that  between  1995  and  2020, 
the  Latino/Hispanic  population  in  the  Western  states 
will  increase  by  104  percent,  while  the  Northeastern 
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states  will  see  a  77  percent  increase  in  the  Latino/His- 
panic population.  The  Asian/Pacific  Islander  popula- 
tion will  more  than  double  in  each  region,  with  the 
Northeast  and  West  experiencing  the  largest  propor- 
tional increases  in  that  population.  The  population  of 
African  Americans  will  increase  by  about  30  percent 
in  all  regions  of  the  United  States,  however,  the  South 
will  have  the  largest  percent  increase  (37.6  percent), 
and  with  the  result  that  one-fifth  of  all  Southerners  in 
2020  will  be  of  African  American  origin. 

Between  1995  and  2050,  the  U.S.  Census  Bu- 
reau projects  that  American  Indian/Alaska  Native  popu- 
lations will  increase  only  slightly  from  0.7  to  0.9  per- 
cent of  the  U.S.  population.6 
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In  addition  to  demographic  changes,  other 
changes  to  consider  are  the  growth  of  minority  groups. 
According  to  the  latest  U.S.  Census  Bureau  numbers, 
African  Americans,  Hispanics,  Asians,  and  American 
Indians/Alaska  Natives  have  all  seen  population  in- 
creases in  the  last  several  years. 

Most  notably,  from  April  1,  2000  to  July  1,  2002, 
the  nation's  Hispanic  population  increased  9.8  per- 
cent— 35.3  million  to  38.8  million — surpassing  Afri- 
can Americans  as  the  largest  minority  group  in  the 
United  States;  American  In- 
dian/Alaska Native  popula- 
tions increased  2.4  percent — 
4.2  million  to  4.3  million; 
Asian  populations  grew  from 
12.0  million  to  13.1  mil- 
lion— an  increase  of  9.0  per- 
cent; and  Native  Hawaiian/ 
Other  Pacific  Islanders  popu- 
lations of  900,000  saw  an  in- 
crease of  4.2  percent. 

Given  the  changing  de- 
mographics of  the  United 
States,  physicians  and  other 
health  professionals  will  care 
for  increasingly  diverse  popu- 
lations. In  addition  to  being 
more  diverse,  the  population 
will  be  older.  These  projected 

demographic  trends  will  significantly  influence  the  pat- 
terns of  disease  and  the  health  care  needs  of  the  popu- 
lation, and  should  prompt  a  reexamination  of  the  ef- 
fectiveness of  policies  to  increase  diversity  in  the 
physician  work  force. 

As  many  minority  neighborhoods  have  a  shortage 
of  health  care  providers  and  less  access  to  medical  care, 
increasing  the  proportion  of  minority  health  care  pro- 
viders is  being  proposed  as  a  means  toward  the  elimi- 
nation of  health  disparities  between  minorities  and 
the  majority  population. 

Studies  have  found  that  minority  graduates  prac- 
tice in  federally  designated  health-manpower  short- 
age areas  almost  twice  as  often  as  non-minority  gradu- 
ates. Increasing  the  proportion  of  minority  health  care 
providers  is  one  means  toward  the  elimination  of  health 
disparities  between  minorities  and  the  majority  popu- 
lation. 


3.0     Increase  Recruitment  and  Retention  of 

Minorities  into  Health  Professional  Schools 

Recommendation  3.1: 

The  Secretary  of  HHS  should  convene  a  depart- 
ment-level forum,  including  the  Department  of 
Education,  Department  of  Labor,  Department 
of  Homeland  Security,  Department  of  Defense, 
and  the  United  States  Department  of  Agricul- 
ture, to  develop  a  work  plan 
to  increase  the  pool  of  minor- 
ity applicants  into  health  pro- 
fession schools  and  to  enhance 
the  distribution  of  minority 
health  care  professionals 
across  the  Nation. 

Justification 

The  lack  of  providers  in  mi- 
nority neighborhoods  and  dis- 
advantaged areas  has  been  one 
of  the  most  important  im- 
J^B  pediments  to  health  care  ac- 

^^B  cess  for  minority  populations. 

^^     Studies  have  found  that  mi- 
nority graduates  practice  in 
federally  designated  health- 
manpower  shortage  areas  almost  twice  as  often  as  non- 
minority  graduates. 

The  medical  training  establishment  faces  a  daunt- 
ing task  to  achieve  representation  of  minorities  pro- 
portional to  their  representation  in  general  society.  Pro- 
jections demonstrate  that  the  number  of  first-year 
general  internal  medicine,  general  pediatrics,  and  fam- 
ily practice  residents  required  to  achieve  proportional 
representation  for  Blacks,  Latinos/Hispanics,  and 
American  Indians/Alaska  Natives  would  have  to  be 
more  than  6,000  by  the  year  2010,  more  than  double 
the  1995  number. 

The  Committee  believes  that  achieving  this 
growth  is  highly  unlikely,  given  the  slow  rate  of  in- 
crease in  minority  school  matriculations  observed  over 
the  past  decade.  Although  attaining  6,000  newly 
graduated  underrepresented  minority  physicians  in  the 
year  2010  seems  infeasible,  the  Committee  feels  that 
the  goal  could  be  reached  by  the  year  2020  and  should 
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be  an  objective  for  the  longer  term.  However,  to  achieve 
this  goal,  the  federal  government  must  undertake  a 
coordinated  effort  to  plan  for,  implement,  and  fund 
the  scholarship,  loan  repayment,  and  training  programs 
addressed  in  Recommendation  1.1. 

Many  efforts  to  enhance  minority  student  prepa- 
ration and  participation  in  health  professions  careers 
have  become  fragmented.  Thus  it  is  important  that 
leading  health  policymakers,  health  professions  edu- 
cators, K-12  educators,  and  higher  education 
policymakers  be  convened  to  share  strategies  and  de- 
velop a  comprehensive  plan  to  address  the  many  po- 
litical, legal,  and  educational  challenges  to  greater  di- 
versity among  health  professionals.  A  coalition  of 
interested  parties  could  serve  as  an  important  vehicle 
to  revitalize  the  case  for  diversity  among  health  pro- 
fessionals, and  as  a  corollary,  to  improve  public  sup- 
port for  and  understanding  of  diversity  as  a  tool  to 
address  the  Nation's  health  needs. 

4.0      Increase  the  Number  of  Minorities  Moving 
Through  the  K-12  and  Undergraduate 
Science  Pipelines 

Recommendation  4.1: 

HHS  should  convene  a  broad-based  coalition, 
including  stakeholders  in  health  care,  homeland 
security,  professional  schools,  foundations,  private 
corporations,  and  pre-college  and  college  educa- 
tion, to  develop  public/private  partnerships  to  help 
increase  the  applicant  pool  of  ethnic  minorities, 
and  academic  readiness  for  health  careers. 

Justification 

The  health  professions  are  becoming  less  appeal- 
ing to  many  U.S.  high  school  and  college  students,  as 
applications  for  slots  in  many  health  professions  train- 
ing programs,  such  as  medical,  nursing,  and  dental 
schools  have  declined  over  the  last  decade.  Desperate 
for  well-trained  nurses  and  other  health  professionals, 
hospitals  are  recruiting  worldwide  to  fill  needed  short- 
ages. These  trends  raise  the  question:  Will  we  have  the 
health  care  workforce  we  need  in  the  21s[  century? 
Where  will  future  health  professionals  come  from?  And 
what  will  the  U.S.  health  care  workforce  look  like  in 


One  of  the  most  significant  obstacles  to  reaching 
parity  of  minority  representation  is  inadequate  prepa- 
ration of  minority  students  in  mathematics  and  sci- 
ence during  high  school.  Future  efforts  should  con- 
centrate on  collaborations  among  college  faculty,  K-12 
students  and  teachers,  strategies  to  improve  K-12  in- 
struction for  minority  students,  and  partnerships  in- 
volving the  private  sector,  school  campuses,  and  com- 
munities. Colleges  and  medical  schools  must  be 
encouraged  to  continue  academic  enrichment  pro- 
grams and  support.  Academic  health  centers  must 
make  a  commitment  to  the  communities  they  serve 
by  linking  to  elementary,  secondary,  and  undergradu- 
ate programs  designed  to  promote  science  and  health 
careers.  Financial  barriers  must  be  addressed  and  ap- 
propriate and  adequate  financial  aid  made  available  in 
the  form  of  scholarships,  loans,  and  service  opportu- 
nities. 

A  study  released  in  2000  identified  the  factors  af- 
fecting underrepresented  minorities  in  health  care  pro- 
fessions, as  well  as  potential  solutions.7  It  found  that 
the  primary  cause  of  minority  underrepresentation  in 
health  professions  is  the  scarcity  of  minority  appli- 
cants who  are  both  interested  in  and  academically  pre- 
pared for  the  rigors  of  health  professional  and  gradu- 
ate schools.  It  noted  that  this  scarcity  does  not  stem 
from  a  lack  of  interest  in  health  careers.  Rather,  it  is 
based  primarily  in  educational  disadvantages  that  dis- 
proportionately affect  minority  communities. 

The  study  went  on  to  observe  that  in  order  to 
attract  qualified  minority  applicants,  recruitment, 
mentoring,  and  related  support  efforts  must  start  as 
early  as  middle  school.  Also,  efforts  will  be  most  effec- 
tive if  there  is  support  from  professional  schools  and 
other  health  care  institutions.  Finally,  it  highlighted 
the  need  to  provide  interventions  at  all  levels  of  the 
pipeline,  starting  with  youth  in  middle  schools  and 
high  schools,  to  provide  academic  remediation  as 
needed  and  to  spark  interest  in  health  professions. 
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5.0  Improve  the  Infrastructure 
for  Delivery  of  Health  Care 
in  High-Priority  Areas 

Recommendation  5.1: 

HHS  should  provide  grants  to  aca- 
demic and  community-based  cen- 
ters to  partner  with  high-priority 
needs  areas  to  improve  the  infra- 
structure for  service  delivery  and  to 
build  capacity  for  recruitment,  re- 
tention, and  training  of  a  diverse 
health  care  workforce. 

Justification 

Teaching  hospitals  are  key  players 
in  efforts  to  diversify  the  medical  pro- 
fession. They  are  the  primary  sponsors 
of  graduate  medical  education  (GME) 
programs,  and  they  are  also  the  future 
employers  of  many  of  the  residents  in 
those  programs.  Like  medical  schools, 
teaching  hospitals  place  a  high  value 
on  funding — both  public  and  pri- 
vate— and  on  reputation.  In  their  role 
as  GME  program  sponsors,  hospitals 
provide  the  infrastructure  and  the  pa- 
tients that  "make"  the  programs. 

The  Committee  believes  that  a 
better  coordinated  effort  between 
teaching  hospitals,  graduate  medical 
education,  academic,  and  community- 
based  health  centers,  and  the  Bureau 
of  Health  Professions  within  the 
Health  Resources  and  Services  Admin- 
istration be  developed  to  enhance  current  health  service  delivery  infrastructures  that  can  play  an  essential  part 
in  the  diversification  of  the  health  professions  workforce  and  in  the  elimination  of  racial  and  ethnic  disparities. 

The  desire  for  market  share  may  prove  to  be  the  most  compelling  reason  for  hospitals  to  advocate  that 
medical  schools  and  residency  programs  train  a  more  diverse  workforce.  Most  teaching  hospitals  are  located  in 
large  urban  areas,  and  they  draw  many  of  their  patients  from  the  urban  core. 

Having  staffs  of  racially  and  ethnically  diverse  physicians  could  increase  the  hospitals'  attractiveness  to  the 
diverse  groups  that  typically  reside  within  those  urban  areas.  Teaching  hospitals  are  also  very  sensitive  to 
criticism  from  both  public  and  private  sources,  particularly  where  it  might  affect  the  receipt  of  funding,  or 
affect  their  standing  in  the  marketplace. 

Thus,  to  the  extent  that  hospitals  are  viewed  as  having  the  ability  to  influence  physician  workforce  diver- 
sity, they  may  be  influenced  by  the  Department. 
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U.S.-Mexico  Border  Health 


US. -Mexico  border  residents,  who  have  histori- 
cally and  culturally  contributed  significantly 
to  the  development  of  this  Nation,  must  be 
given  an  equal  opportunity  to  live  healthy  and  safe 
lives.  The  population  of  the  U.S.-Mexico  border  con- 
tinues to  experience  fast-paced  growth  that  vastly  over- 
burdens the  already  inadequate  health  care  infrastruc- 
ture, one  that  suffers  from  a  serious  lack  of  access  to 
health  care  services  resulting  from  health  professional 
shortages,  limited  health  care  facilities,  high  uninsured 
populations,  and  the  largest  racial/ethnic/geographic 
disparities  in  the  nation. 

The  federal  government  must  aggressively  confront 
these  conditions  along  the  U.S-Mexico  border  and 
work  to  develop  meaningful  strategies  to  reduce  the 
causes  of  preventable  and  communicable  diseases  and 
to  improve  access  to  basic  primary  health  care  services. 
Without  such  attention,  a  crisis  of  national  propor- 
tion may  develop. 

Background 

The  U.S.-Mexico  border  region  is  1,951  miles  long 
and  stretches  from  San  Ysidro,  California,  to 
Brownsville,  Texas,  extending  62  miles  north  of  the 
border  into  the  United  States.8,9  The  border  area,  with 
a  diverse  and  rapidly  growing  population  currently 
more  than  1 1  million  strong,  consists  of  48  counties 
in  four  states:  Arizona,  California,  New  Mexico,  and 
Texas.10'11 


More  than  50  percent  of  the  population  of  the 
U.S.  border  counties  is  Mexican  American,  and  with 
its  large  medically  underserved,  health  professional 
shortage,  and  mental  health  professional  shortage  ar- 
eas (MUAs,  HPSAs,  and  MHPSAs),  the  border  region 
includes  some  of  the  poorest  counties  in  the  United 
States.12 

Ninety  percent  of  the  border  population  resides 
in  14  paired,  interdependent  sister  cities.  Over  the 
last  20  years,  population  has  grown  rapidly  in  the  bor- 
der region  to  more  than  11.8  million  people.  This 
figure  is  expected  to  reach  19.4  million  by  2020.  There 
are  26  U.S.  federally-recognized  American  Indian  tribes 
in  the  border  region,  which  range  in  size  from  nine  to 
17,000  members.  Some  of  these  tribes  share  extensive 
family  and  cultural  ties  to  indigenous  peoples  in  the 
border  region  of  Mexico  (see  Table  2). 

The  Advisory  Committee  focused  on  U.S.-  Mexico 
border  health  for  a  number  of  reasons,  but  the  pri- 
mary one  is  the  critical  adverse  health  conditions  fac- 
ing this  region. 

Rapid  population  growth  in  urban  areas  has  re- 
sulted in  unplanned  development,  greater  demand  for 
land  and  energy,  increased  traffic  congestion,  increased 
waste  generation,  overburdened  or  unavailable  waste 
treatment  and  disposal  facilities,  and  more  frequent 
chemical  emergencies.  Residents  in  rural  areas  suffer 
from  exposure  to  airborne  dust,  pesticide  use,  and  in- 
adequate water  supply  and  waste  treatment  facilities. 


CALIFORNIA 


PACIFIC  OCEAN 


GULF  OF  MEXICO 


Sister  Cities  on  the  U.S.-  Mexico  Border 

San  Diego,  CA- Tijuana 

Calexico,  CA  -  Mexicali 

Yuma,  AZ  -  San  Luis 

Nogales,  AZ  -  NogaJes 

Naco,  AZ  -  Naco 

Douglas,  AZ  -  Agua  Prieta 

Columbus,  NM  -  Puerto  Pali 

El  Paso,  TX  -  Ciudad  Juarez 

Presidio,  TX  -  Ojinaga 

Del  Rio,  TX  -  Ciudad  Acuna 

Eagle  Pass,  TX  -  Piedras  Negras 

Laredo,  TX  -  Nuevo  Laredo 

McAllen,  TX  -  Reynosa 
Brownsville,  TX  -  Matann  u 
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Border  residents  also  suffer  disproportionately  from 
many  environmental  health  problems,  including  water- 
borne  diseases  and  respiratory  problems. 

In  addition,  it  is  an  area  with  dismally  high  un- 
employment (250  to  300  percent  higher  than  the  rest 
of  the  country),13  low  levels  of  education,  high  rates 
of  communicable  diseases  and  vaccine-preventable  ill- 
nesses, inadequate  access  to  primary  health  care  ser- 
vices, and  limited  access  to  health  insurance.  In  El 
Paso  County,  Texas,  for  example,  38  percent  of  the 
population  is  uninsured,  and  only  four  out  of  ten  chil- 
dren have  medical  insurance  in  the  border  region.14 
More  than  a  third  of  U.S.  border  families  live  at  or 
below  the  poverty  line.15 

Residents  of  the  border  are  at  higher  risk  than  the 
general  U.S.  population  of  developing  illnesses  associ- 
ated with  exposure  to  polluted  water,  soil,  and  air.  An 
estimated  350,000  people  live  in  colonias,  un-zoned, 
semi-rural  communities  that  do  not  have  access  to 
public  drinking  water  or  wastewater  systems.16  Ground 
water  and  surface  water  sources  are  exposed  to  fluo- 
ride, manganese,  and  arsenic  as  well  as  man-made  sub- 
stances such  as  pesticides  and  solvents.17  Unsanitary 
water  that  has  been  contaminated  by  sewage  caused 
by  the  region's  weak  infrastructure  and  industrial  pol- 
lution spreads  parasites,  bacteria,  and  viruses. 

Due  to  this  lack  of  clean  water  and  proper  sewage 
disposal,  border  families  face  high  rates  of  hepatitis 
and  other  gastrointestinal  infections.18  Hepatitis  A, 
which  has  been  linked  to  the  presence  of  fecal  coliform 
in  drinking  water, V)  is  two  to  three  times  more  preva- 
lent in  the  border  area  than  in  the  rest  of  the  country. 
In  San  Antonio,  Texas,  hepatitis  A  incidence  averages 
20  to  30  per  100,000  population,  and  in  much  of 
southern  California,  hepatitis  A  is  endemic  and  oc- 
curs at  a  much  higher  rate  in  the  Latino/Hispanic 
population  than  in  other  groups,  with  the  risk  lying 
almost  entirely  in  children.  Asthma,  particularly  in 
children,  is  another  chronic  health  problem  in  the 
border  region.  It  has  increased,  in  part,  from  environ- 
mental conditions,  such  as  air  pollution  and  rural  ex- 
posures. For  example,  children  living  in  Imperial 
County,  California,  a  highly  agricultural  county,  ex- 
perience asthma  rates  two  to  three  times  higher  than 
that  for  California  as  a  whole.20 

The  region  suffers  from  a  host  of  other  environ- 
mental problems,  including  air  pollution.  Areas  of  the 
border  that  do  not  meet  Environmental  Protection 


Agency  standards  for  PM 1 0  (particulate  matter  smaller 
than  ten  micrometers  in  diameter)  in  1995  included 
El  Paso,  Texas,  Dona  Ana  County,  New  Mexico,  Im- 
perial and  San  Diego  counties,  California,  and  the 
towns  of  Douglas,  Nogales,  and  Yuma,  Arizona.  Such 
exposure  can  cause  lung  function  to  decline,  worsen 
asthma,  increase  hospitalization  for  respiratory  disease, 
and  lead  to  premature  death.21 

Pesticide  poisoning  is  another  environmental  and 
health  issue  in  the  border  region.  Long-term  exposure 
to  pesticides,  which  are  used  in  large  quantities  by 
agricultural  producers  in  the  border  region,  can  cause 

Table  2 

Mexican  Indigenous  Peoples  in  the  Border  Region 

Cochimi    •    Cucapa    •    Kikapiies    •    Kiliwa 

Kumiai    •    Pai  Pai    •    Papagos 

Source:  Institute  National  Indigenista 

U.S.  Tribes  in  the  Border  Region 

Barona  Band  of  Mission  Indians 

Campo  Band  of  Mission  Indians 

Capitan  Grande  Band  of  Mission  Indians 

Cocopah  Indian  Tribe 

Cuyapaipe  Band  of  Mission  Indians 

Fort  Yuma  Quechan  Tribe 

Inaja-Cosmit  Reservation 

Jamul  Indian  Village 

Kickapoo  Traditional  Tribe  of  Texas 

La  Jolla  Band  of  Luiseno  Indians 

La  Posta  Band  of  Mission  Indians 

Los  Coyotes  Reservation 

Manzanita  Band  of  Mission  Indians 

Mesa  Grande  Band  of  Mission  Indians 

Pala  Band  or  Mission  Indians 

Pascua  Yaqui  Tribe 

Pauma  Band  of  Mission  Indians 

Pechanga  Band  of  Mission  Indians 

Rincon  Band  of  Mission  Indians 

San  Pasqual  Band  of  Mission  Indians 

Santa  Ysabel 

Sycuan  Band  of  Mission  Indians 

Tohono  O'odham  Nation 

Torres-Martinez  Desert  Cahuilla  Indian  Nation 

Viejas  Band  of  Mission  Indians 

Ysleta  del  Sur  Pueblo 

Source:  http:llwww.  epa.gov/usmexicoborder/ 
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a  variety  of  health  problems,  including  rashes,  neuro- 
logical damage,  birth  defects,  and  infertility,  with 
some  reports  suggesting  statistically  significant  in- 
creased risks  lor  lymphoma,  leukemia,  multiple  my- 
eloma, liver  cancer,  testicular  cancer,  brain  cancer,  and 
lung  cancer.22  High  levels  of  lead  are  found  in  the 
blood  of  U.S. -Mexico  border  area  residents.23  The 
sources  of  high  levels  of  lead  include  old  homes  and 
old  furniture  coated  with  lead-based  paint,  pottery 
used  for  cooking,  and  the  lead  found  in  soil  with  in- 
dustrial contaminants. 

Urban  populations  along  the  border  have  increased 
significantly  over  the  past  20  years,  due  in  part  to  the 
maqiuladora  program,  begun  in  1965,  which  provided 
economic  incentives  to  foreign  (mostly  U.S. -owned) 
assembly  plants  located  in  the  border  region.  The  rate 
of  industrial  development  increased  further  after  the 
North  American  Free  Trade  Agreement  (NAFTA) — 
enacted  in  1994 — with  about  1,700  plants  operating 
in  Mexico  in  1990.  By  2001,  that  figure  had  more 
than  doubled  to  nearly  3,800  maquiladora  plants, 
2,700  of  which  were  in  the  border  states.24  While  eco- 
nomic growth  has  contributed  to  employment,  the 
region's  infrastructure  has  not  kept  pace,  in  particular 
the  health  care  system. 


NAFTA  also  placed  additional  stress  on  the  al- 
ready-limited health  services  delivery  systems  on  the 
border  because  of  frequent  movement  of  populations 
between  countries.  The  spread  of  infectious  diseases  is 
the  most  significant  public  health  threat  resulting  from 
increased  migration.  Tuberculosis  rates  are  twice  the 
national  average,25  with  one-third  of  U.S.  tuberculo- 
sis cases  occurring  in  the  border  area.26  HIV/AIDS, 
with  its  increasing  rates  along  the  border,  is  leading  to 
a  greater  need  for  HIV/AIDS  primary  care  services.27 
HIV/AIDS  incidence  is  particularly  high  in  San  Di- 
ego.28 Vaccine-preventable  diseases,  including  measles, 
mumps,  and  rubella,  also  occur  at  high  rates.29  Im- 
munization programs  for  a  number  of  preventable  ill- 
nesses are  in  progress  or  under  development  through 
demonstration  projects  and  other  efforts  to  facilitate 
widespread  catch-up  immunization  of  children  will 
be  followed  by  routine  immunization  of  infants  and 
toddlers,  but  differences  in  U.S. -Mexico  immuniza- 
tion programs  as  well  as  cross-border  migration  have 
presented  obstacles  to  increased  immunization.30'31  In 
addition,  nearly  5,000  border  residents — 2,300  in  the 
United  States  and  2,500  in  Mexico — die  annually  from 
complications  related  to  diabetes.  In  the  Lower  Rio 
Grande  Valley,  the  population,  which  is  predominately 
Hispanic,  suffers  from  diabetes  at  rates  higher  than 
those  of  the  state  of  Texas  and  the  rest  of  the  United 
States.  A  significant  number  of  border  residents  with 
diabetes  remain  undiagnosed.32 

In  terms  of  infant  and  maternal  health,  pregnant 
women  in  the  border  counties  are  less  likely  than  non- 
border  residents  to  obtain  prenatal  care,  and  they  com- 
monly delay  care  until  the  third  trimester,  although  a 
large  majority  of  newborns  are  born  healthy.  How- 
ever, large  households,  barriers  to  care,  and  maternal 
characteristics  such  as  smoking,  pregnancy  complica- 
tions, and  unemployment  undermine  the  health  sta- 
tus of  many  infants.33 

In  the  pediatric  population  in  the  border  region, 
accidents  are  the  leading  cause  of  death  among  chil- 
dren past  infancy,  and,  as  noted  previously,  asthma 
continues  to  be  a  significant  health  issue.34,35 

In  general,  lack  of  access  to  a  strong  public  health 
system,  which  is  not  fragmented  and  in  need  of  coor- 
dination, and  quality  primary,  preventive,  and  other 
health  care  services  is  a  significant  problem  along  the 
border,  which  if  addressed  would  vastly  improve  the 
health  of  those  living  in  the  area.  However,  the  devel- 
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opment  of  efficient,  effective,  and  coordinated  health 
care  in  this  region  has  been  hampered  by  the  lack  of 
communication  among  federal,  state,  tribal,  and  local 
programs  and  disjointed  efforts  among  these  entities 
regarding  border  health  programs  and  issues. 

Other  barriers  to  the  development  of  an  effective 
health  care  system  include  inadequate  infrastructure; 
an  inadequate  supply  of  health  care  providers;  lack  of 
early  intervention,  outreach  services,  and  prevention 
programs;  uneven  distribution  of  hospitals,  physicians 
and  other  health  care  professionals;  the  inequitable  use 
of  reimbursement  rates  and  formulas;  insufficient  dis- 
ease surveillance  efforts  and  environmental  protections 
along  the  border;  a  shortage  of  bilingual  health  infor- 
mation and  health  care  providers;  culturally  insensi- 
tive systems  of  care;  and  inadequate  transportation  sys- 
tems. 


This  section  focuses  on  recommendations  for  im- 
proving the  health  of  those  who  live  in  the  border  re- 
gion, which  includes  the  development  of  meaningful 
strategies  to  reduce  the  causes  of  preventable  disease 
and  to  improve  access  to  public  health  programs  and 
health  care  services.  The  Border  Health  Subcommit- 
tee conducted  a  policy  review  of  health  needs  on  the 
border  that  focused  on  an  analysis  of  Senate  Bill 
1878,36  originally  presented  by  Senator  Kay  Bailey 
Hutchinson,  relevant  demographic  information,  and 
recommendations  on  improving  border  health  from 
the  U.S. -Mexico  Border  Health  Commission,3  the 
Health  Resources  and  Services  Administration 
(HRSA),  and  the  four  border  state  health  agencies. 
Based  on  this  review  and  the  subcommittee's  work  and 
Committee  meetings  and  deliberations,  the  Commit- 
tee identified  five  priority  areas  concerning  U.S. -Mexico 
border  health  issues  from  which  recommendations 
emerged. 
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6.0      Increase  coordination  among  agencies,  via  a  central  office,  to  improve  U.S. -Mexico  border  health; 

7.0      Expand  health  care  infrastructure  in  the  U.S. -Mexico  border  region; 

8.0      Increase  disease  surveillance  efforts  in  the  U.S. -Mexico  border  region; 

9.0      Provide  health  promotion/disease  prevention  services  in  the  U.S. -Mexico  border  region  that  are 
culturally  and  linguistically  appropriate;  and 

10.0   Broaden  environmental  protections  in  the  U.S. -Mexico  border  region. 


6.0         Increase  Coordination  among  Agencies 

A  number  of  federal,  state,  and  local  offices  and 
programs  provide  funding  and  programs  that  address 
U.S. -Mexico  border  health;  however,  there  is  lack  of 
coordination  among  the  many  efforts. 

At  the  federal  level,  HHS  works  to  provide  grants 
and  programs  for  border  health  through  a  number  of 
HHS  offices,  such  as  the  Office  of  the  Secretary,  in- 
cluding OMH  and  its  Diabetes  Education  and  Self- 
Management  Program,  the  Ayudantes  Program,  the 
HIV/AIDS  Project,  and  the  Disparities  Project;  the 
Substance  Abuse  and  Mental  Health  Services  Admin- 
istration, including  initiatives  of  the  Center  for  Sub- 
stance Abuse  Prevention  and  the  Center  for  Mental 
Health  Services;  the  Administration  on  Aging,  through 
funding  for  the  four  border  states;  the  Agency  for  Chil- 
dren and  Families  (Head  Start  Bureau),  including  day 
centers,  Early  Head  Start,  and  Head  Start;  the  Cen- 
ters for  Disease  Control  and  Prevention  (CDC), 
through  Healthy  Border  2010,  the  Border  Diabetes 
Project,  the  Reproductive  Health  Project,  the  Border 
Infectious  Diseases  Surveillance  Project,  environmen- 
tal health  programs,  and  HIV  capacity  development 
and  surveillance  programs;  and  the  National  Institutes 
of  Health,  including  a  variety  of  programs  under  the 
National  Cancer  Institute,  the  Fogarty  International 
Center,  the  National  Institute  of  Environmental 
Health  Services  (NIEHS),  and  the  National  Institute 
of  Mental  Health.  HHS  grants  to  border  state  coun- 
ties totaled  nearly  $4.5  billion  in  fiscal  year  2002. 23,8 

The  activity  within  HRSA  provides  an  example  of 
the  diverse  initiatives  that  are  generated  within  HHS 


agencies  that  focus  on  border  health,  some  of  which 
stand  alone,  some  of  which  are  part  of  cross-agency 
efforts,  and  some  of  which  are  intended  to  further 
cross-border  cooperation.  HRSA's  Border  Health  Pro- 
gram was  created  in  1996  to  coordinate  agency  activi- 
ties in  the  U.S. -Mexico  border  region  and  to  enlist 
the  help  of  other  public  and  private  sector  partners. 
Through  its  Border  Health  Initiative,  HRSA  spent 
$280  million  in  fiscal  years  1998-2001  to  improve 
health  care  along  the  border,  directing  an  estimated 
$83  million  in  funds  to  the  immediate  border  area  in 
fiscal  year  2001,  providing  residents  greater  access  to 
primary  health  care  services,  maternal  and  child  health 
care  services,  HIV/AIDS  care,  and  programs  to  train 
and  place  health  professionals  and  to  conduct  workforce 
analysis.  HRSA  funds  support  27  health  centers  in 
the  border  area.39 

As  part  of  its  Border  Health  Program,  HRSA  has 
formed  partnerships  with  other  federal  agencies  and 
private  sector  organizations.  With  CDC,  it  is  collabo- 
rating on  infectious  disease  surveillance,  training  on 
diabetes  care  and  treatment,  smoking  cessation  pro- 
grams, and  binational  management  of  tuberculosis 
cases.  With  the  U.S.  Environmental  Protection  Agency, 
it  is  collaborating  to  identify  sources  of  pollution  and 
teach  residents  how  to  protect  themselves.  HRSA  is 
also  assisting  the  U.S. -Mexico  Border  Health  Com- 
mission with  the  launch  of  its  Healthy  Borders  2010 
program  and  co-chairs  the  Migrant  Health  Core  Group 
of  the  U.S. -Mexico  Binational  Commission,  which  pro- 
motes a  broad  array  of  collaborative  activities  in  the 
border  region  and  elsewhere. 
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While  these  collaborative  activities  are  an  excel- 
lent beginning,  more  must  be  done  to  coordinate  ef- 
forts across  all  relevant  agencies.  The  Border  Health 
Subcommittee's  review  of  these  and  other  programs 
concluded  that,  due  to  a  lack  of  communication  and 
disjointed  efforts  among  these  agencies  and  their  work 
on  border  health,  there  is  a  continuing  need  for  an 
office  located  within  HHS  that  can  coordinate  health 
efforts  along  the  border,  implement  future  strategies 
regarding  U.S. -Mexico  border  health,  coordinate  and 
facilitate  border  health  policy  recommendations,  in- 
cluding the  recommendations  made  in  this  report  re- 
lated to  border  health,  and  serve  as  a  catalyst  for  in- 
creased binational  efforts. 

Recommendation  6.1: 

Establish  an  Office  of  Border  Health  within  the 
Office  of  the  Secretary  of  the  Department  of  Health 
and  Human  Services.  As  its  first  priority,  the  Of- 
fice should  focus  on  the  U.S. -Mexico  border. 

Justification 

Although  it  is  not  uncommon  for  components  of 
federal  departments  to  work  independently,  within 
HHS  all  activities  should  be  consistent  and  coordi- 
nated. As  applied  to  border  health,  this  requires  a  high- 
level  dedicated  HHS  entity  that  focuses  on  depart- 
ment-wide coordination  and  facilitation.  This  central 
office  would  coordinate  existing  and  future  efforts  of 
agencies  that  deal  with  issues  related  to  border  health, 
would  be  empowered  to  effectively  fund  and  evaluate 
border  health  projects,  and  would  become  the  office 
central  to  the  development  of  long-range  border  health 
strategies.  A  central  office  also  would  help  address  a 
number  of  other  issues,  including  the  inadequacy  of 
the  health  system  to  protect  the  border  population 
from  communicable  diseases;  the  ineffectiveness  of 
public  health  services  aimed  at  community  health  edu- 
cation and  promotion;  and  organizational  differences 
in  public  health  infrastructure  on  both  sides  of  the 
border  that  challenge  collaborative  efforts. 

Although  many  binational  efforts  are  under  way, 
including  those  supported  by  HRSA,  CDC,  and 
NIEHS,  the  significant  differences  that  exist  between 
the  United  States  and  Mexico  in  finding  solutions  to 
health  problems  have  tended  to  hinder  the  efforts  of 


public  and  private  health  professionals  in  dealing  with 
regional  health  issues,  making  it  difficult  to  imple- 
ment collaborative  solutions  that  apply  border  wide. 
Large  economic  disparities  between  the  two  countries 
undermine  cooperative  efforts,  and  there  are  inconsis- 
tencies in  how  each  country  defines,  measures,  treats, 
and  immunizes  against  disease.  Moreover,  two  sets  of 
regulations,  two  sets  of  insurance  systems,  and  nu- 
merous government  agencies  make  collaboration  a 
challenge. 

A  central,  high-level  office  will  help  facilitate  in- 
creased and  more  effective  binational  disease  preven- 
tion and  treatment  efforts  that  focus  on  innovative  ap- 
proaches. It  would  provide  a  single  point  of 
coordination  for  the  many  needs  of  the  border  area 
and  would  be  able  to  conduct  the  type  of  binational 
networking,  project  development,  and  possible  fund- 
ing allocation  that  has  been  a  barrier  to  past  border 
efforts. 

This  office  would  be  overseen  by  the  Secretary  of 
HHS  to  establish  programs  to  study,  monitor,  and 
evaluate  service  delivery;  to  collaborate  with  federal, 
state,  and  local  entities  and  appropriate  counterparts 
in  Mexico;  to  coordinate  activities  with  the  U.S.- 
Mexico Border  Health  Commission;  to  award  grants 
to  programs  that  address  border  health;  and  to  sub- 
mit a  report  detailing  the  state  of  border  health. 

The  Office  of  Border  Health  would  establish  a  fo- 
cus of  authority  and  responsibility  at  a  high  level  within 
the  Department  for  carrying  out  its  priorities  and  ini- 
tiatives on  the  U.S. -Mexico  border  and  would  estab- 
lish and  support  a  border  health  field  position  for  co- 
ordination, integration,  and  communication  of  efforts 
and  activities. 

This  office  should  be  allowed  to  become  a  strong 
federal  agency  with  the  vision,  mission,  and  power  to 
promote  change  and  establish  the  connections  and  net- 
works needed  to  create  tangible  changes  on  the  bor- 
der and  to  facilitate  the  collaboration  that  is  needed 
between  U.S.  border  states  to  share  information  in  or- 
der to  more  effectively  address  border  health  issues. 

The  Committee  agreed  that  because  it  should  fo- 
cus on  areas  that  will  reflect  the  greatest  need  for 
change  in  health  status  and  help  the  Department  tar- 
get resources  in  a  comprehensive  way,  recommending 
a  clear  emphasis  for  this  office  on  the  U.S. -Mexico  bor- 
der is  appropriate. 
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7.0         Expand  Health  Care  Infrastructure 
in  the  U.S. -Mexico  Border  Region 

Addressing  the  inadequate  health  care  infrastruc- 
ture along  the  border  is  a  critical  issue  that  requires  a 
comprehensive  approach  that  focuses  on  increasing  the 
numbers  and  quality  of  staff  broadly  supporting  health 
care  workforce  issues  in  order  to  make  it  more  attrac- 
tive to  be  a  border  health  care  professional.  The  need 
to  increase  the  number  of  health  professionals  work- 
ing along  the  U.S. -Mexico  border  is  not  disputed,  and 
supplying  a  dedicated  group  of  border  health  care  pro- 
fessionals there  can  help  focus  this  objective  as  will 
expanding  loan  repayment  programs  and  increasing 
the  number  of  Commissioned  Health  Corps  person- 
nel assigned  to  the  border.  The  quantity  as  well  as  the 
quality  of  health  care  providers  who  work  in  the  bor- 
der area  should  be  increased  so  that  they  are  equiva- 
lent to  the  quantity  and  quality  of  providers  serving  in 
other  parts  of  the  country,  relative  to  population  size 
and  need. 

Reco7iimeiidation  7.1: 

A  number  of  steps  should  be  taken  to  strengthen 
the  health  care  infrastructure  along  the  border 
regarding  the  health  care  professions.  Establish- 
ing a  Border  Health  Services  Corps  and  expand- 
ing loan  repayment  programs  by  broadening  the 
pool  of  health  care  providers  to  be  considered  for 
such  programs  will  help  recruit  the  health  care 
professionals  needed  to  create  a  comprehensive 
health  infrastructure,  as  will  expanding  the  per- 
centage of  Public  Health  Service  Commissioned 
Coips  personnel  assigned  to  the  U.S. -Mexico  bor- 
der. Programs  also  must  be  developed  to  increase 
the  cultural/linguistic  proficiency  of  all  health  care 
professionals  who  work  along  the  border. 

Recommendation  7.2: 

The  Centers  for  Medicare  and  Medicaid  Services 
(CMS)  should  conduct  a  border  health  financ- 
ing initiative  that  provides  proportionate  rates  in 
border  states.  In  addition,  the  analysis  of 
workforce  issues,  an  essential  component  of  de- 
veloping a  sufficient  health  care  infrastructure, 
should  be  appropriately  supported. 


Justification 

A  Border  Health  Service  Corps,  which  would  serve 
as  a  division  facilitated  by  and  within  the  National 
Health  Service  Corps,  would  constitute  a  strong  asset 
for  addressing  the  need  to  increase  the  number  of  health 
professionals  working  along  the  U.S. -Mexico  border. 
In  fact,  establishing  a  Border  Health  Service  Corps  that 
endeavors  to  provide  sufficient  numbers  of  medical, 
dental,  and  mental  health  care  providers  to  the  U.S.- 
Mexico border  area  should  be  a  national  priority.  The 
model  for  this  recommendation  would  initially  em- 
phasize the  services  of  pediatricians  and  pediatric  spe- 
cialists; however,  over  time  the  Border  Health  Service 
Corps  would  be  expanded  to  encompass  other  health 
care  professionals. 

Another  step  in  creating  a  comprehensive  health 
infrastructure  and  addressing  the  critical  shortage  of 
nurses  and  other  health  care  professionals  along  the 
border  is  to  expand  loan  repayment  programs.  This 
can  be  accomplished  by  creating  a  loan  repayment  pro- 
gram similar  to  that  of  the  National  Health  Service 
Corps  that  would  work  for  the  newly  created  Border 
Health  Service  Corps.  This  program  would  be  an  ex- 
pansion of  the  existing  National  Health  Service  Corps 
loan  repayment  program,  and  would  include  health 
care  professionals  such  as  physicians,  nurses,  pharma- 
cists, and  dentists,  as  well  as  other  health  care  profes- 
sionals as  needed.  Such  programs  would  provide  pay- 
ment incentives  to  recruit,  train,  and  retain  health 
professionals  in  the  border  communities  and  to  de- 
velop cross-border  training,  practice,  and  work  oppor- 
tunities. Loan  repayment  programs  also  help  in  the 
recruitment  of  underrepresented  minority  graduates 
in  medicine  and  other  health  professions  in  the  United 
States.  All  health  professionals,  including  those  par- 
ticipating in  these  programs,  should  be  exposed  to  the 
issues,  cultures,  and  barriers  to  access  that  are  faced 
by  border  families,  in  addition  to  being  able  to  speak 
the  local  language.  For  example,  cultural  competency 
combined  with  community  health  representatives  who 
are  native  speakers  would  work  well  in  the  tribal  com- 
munities. 

One  of  HRSAs  most  significant  efforts  to  improve 
health  care  along  the  border  involves  its  partnership 
with  CMS  to  enroll  eligible  children  in  State  Children's 
Health  Insurance  Program  (SCHIP)  and  Medicaid. 
However,  to  recruit  and  retain  health  professionals, 
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higher  reimbursement  rates  for  Medicaid  and  SCHIP 
need  to  be  implemented  in  border  states,  as  currently 
disproportionate  rates  do  not  allow  the  development 
of  sufficient  health  care  infrastructure  in  many  border 
communities. 

Supporting  the  analysis  of  health  care  workforce 
issues  along  the  U.S. -Mexico  border  helps  provide 
guidance  in  developing  effective  strategies  for  attract- 
ing the  right  mix  of  doctors,  nurses,  and  other  health 
care  professionals  to  serve  border  residents.  It  also  helps 
to  improve  access  to  health  care  for  families  in  this 
medically  underserved  area.  Efforts  such  as  HRSA's 
funding  for  a  five-year  cooperative  agreement  to  estab- 
lish a  Regional  Center  for  Health  Workforce  Studies  at 
the  University  of  Texas-San  Antonio  that  started  in  2001 
should  continue,  and  other  projects  should  be  initiated 
that  will  support  the  analysis  of  workforce  issues. 

Recommendation  73: 

To  improve  access  to  populations  in  health  pro- 
fessional shortage  areas,  more  Federally  Quali- 
fied Health  Centers  must  be  established  through- 
out the  U.S. -Mexico  border  region. 

Justification 

Another  important  component  involved  in  expand- 
ing infrastructure  is  the  need  to  improve  access  to  health 
care  services  by  providing  additional  community  health 
centers  and  hospitals.  This  will  require  dedicated  fund- 
ing to  reach  border  populations  currently  isolated  in 
HPSAs.  These  facilities  would  be  strategically  planned 
to  create  a  borderwide  safety  net  to  effectively  increase 
access  to  underserved  border  populations. 

8.0     Increase  Disease  Surveillance  Efforts  in 
the  Border  Region 

Rapid  tests  for  diseases  and  chemicals  have  proven 
to  be  effective  along  the  border.  Selected  tests,  such  as 
rapid  HIV  tests  that  are  being  conducted  by  projects 
such  as  Special  Programs  of  National  Significance,  have 
proven  invaluable  in  mobile  border  populations.  Bor- 
der area  testing  is  needed  for  numerous  contagious 
diseases  such  as  tuberculosis  and  hepatitis,  and  the 
resources  and  infrastructure  needed  to  increase  the  iden- 
tification of  disease  should  be  part  of  any  testing  effort. 


Recommendation  8.1: 

Designate  targeted  funding  within  Department 
of  Homeland  Security  for  disease  surveillance 
along  the  border  that  includes  providing  rapid 
tests  for  diseases  and  chemicals  and  updated  labo- 
ratories. 

Justification 

Current  surveillance  efforts  on  the  border  are  frag- 
mented and  are  limited  to  addressing  border  crises, 
and,  in  some  cases,  border  states  are  duplicating  dis- 
ease surveillance  efforts.  A  disease  surveillance  network 
is  needed  to  carry  out  activities  to  develop  and  elec- 
tronically link  the  surveillance,  assessment,  and  re- 
sponse capabilities  of  CDC  and  all  border  agencies 
and  to  award  grants  to  state,  tribal,  and  local  agencies 
for  the  development  of  border  health  epidemiology. 

Recommendation  8.2: 

Designate  a  Border  Surveillance  Network  within 
the  Centers  for  Disease  Control  and  Prevention. 
Ensure  that  border  state  programs  are  coordinated 
to  ensure  the  elimination  of  duplicate  disease  sur- 
veillance efforts. 

Justification 

The  proposed  Border  Health  Office  should  imple- 
ment an  electronic  networked  surveillance  system  in 
collaboration  with  other  HHS  agencies  and  other  agen- 
cies of  the  executive  branch  to  be  located  within  CDC. 
Such  a  collaboration  will  help  to  provide  early  warn- 
ing in  controlling  disease  outbreaks  and  dealing  with 
bi-state  public  health  emergencies.  Provisions  for  ef- 
fective state  coordination  to  avoid  duplication  of  ef- 
forts should  be  a  condition  of  funding  or  be  included 
as  part  of  the  evaluation  of  surveillance  projects  to  in- 
crease their  ability  to  make  a  significant  impact  on  the 
border  area. 

Although  CDC  participation  in  surveillance  ef- 
forts is  a  key  component,  the  agency  must  go  beyond 
surveillance  to  include  community-based  education 
and  risk  communication  with  border  communities  to 
identify  and  address  pressing  health  and  environmen- 
tal risks.  CDC  can  be  a  strong  infrastructure  develop- 
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ment  asset  if  true  community  partnerships  are  cre- 
ated, as  it  has  the  needed  expertise  and  resources. 

This  recommendation  can  also  address  the  need 
for  improved  epidemiological  studies  and  education. 
Episodic  studies  and  research  often  limit  the  dissemi- 
nation of  important  surveillance  information  due  to  a 
lack  of  communication  networks.  Current  epidemio- 
logical studies  and  education  programs  should  share 
their  results  with  all  border  communities  to  facilitate 
the  monitoring,  control,  and  future  prevention  of  bor- 
der illnesses. 

Recommendation  8.3: 

Develop  a  Border  Health  Resource  Center  to  serve 
as  a  resource  and  referral  service  on  border  health. 

Justification 

Currently,  there  is  no  centralized  resource  center 
to  provide  timely  health  and  resource  information  for 
Latinos/Hispanics  who  live  along  the  U.S. -Mexico 
border.  A  Border  Health  Resource  Center  would  pro- 
vide a  venue  for  centralized  information  where  health 
professionals,  community-based  organizations,  and 
consumers  could  have  access  to  up-to-date  health  and 
resource  information. 

The  proposed  Resource  Center  would  collect  and 
distribute  information  on  a  variety  of  topics  pertinent 
to  health  and  resources  available  in  the  border  region. 
The  Resource  Center  could  also  customize  database 
searches  for  local  organizations  to  identify  possible 
funding  opportunities.  Additionally,  the  Resource 
Center  would  complement  direct  health  services 
through  referral  and  information  dissemination  to  all 
public  and  private  agencies  at  the  community  level 
along  the  border. 

9.0  Need  for  Culturally  and  Linguistically  Appro- 
priate Health  Promotion/Disease  Prevention 
Services  in  the  U.S. -Mexico  Border  Region 

Many  of  the  current  health  promotion  and  disease  pre- 
vention initiatives  along  the  border  are  culturally  in- 
appropriate or  are  not  offered  in  the  languages  needed 
to  ensure  their  relevance  and  effectiveness  for  those 
who  live  in  border  communities. 


Recommendation  9.1: 

Create  a  Border  Health  Promotion/Disease  Pre- 
vention Center  to  help  ensure  that  within  all 
health  promotion! disease  prevention  federally 
funded  programs,  culturally  and  linguistically  ap- 
propriate outreach  programs  and  efforts  for  bor- 
der populations  are  developed  and  implemented. 
As  part  of  health  promotion  and  disease  preven- 
tion efforts,  work  to  implement  holistic  outreach 
programs,  such  as  the  use  #/~  promotoras  or  lay 
community  health  workers  along  the  border. 

Justification 

A  Border  Health  Promotion/Disease  Prevention 
(HPDP)  Center  would  facilitate  the  development  of 
comprehensive  guidelines  for  community-  and  fam- 
ily-oriented health  promotion  and  disease  prevention 
activities  that  would  meet  border  needs  and  promote 
the  national  guidelines  of  the  Healthy  Border  2010 
initiative,  established  by  the  U.S. -Mexico  Border 
Health  Commission. 

Outreach  is  one  of  the  most  effective  health  pro- 
motion tools  that  can  be  used  in  minority  and  border 
communities,  and  the  use  of  promotoras,  or  outreach 
workers,  is  being  accepted  as  a  vital  part  of  health  pro- 
motion in  these  communities.  For  example,  the  Uni- 
versity of  Arizona  recently  completed  a  five-year  con- 
tract with  HRSA  called  Border  Vision  Fronteriza  that 
trained  more  than  800  promotoras.40 

Another  example  is  the  Indian  Health  Service 
Community  Health  Representative  (CHR)  program, 
which  has  been  in  existence  for  several  decades  in  many 
tribes. 

Additional  border  outreach  efforts  would  build  on 
this  resource  to  promote  holistic  services  in  border  com- 
munities, but  they  will  require  the  proper  funding, 
training,  and  evaluation  in  order  to  become  an  effec- 
tive health  care  services  tool. 

The  use  of  culturally  based  health  promotion/dis- 
ease prevention  education  and  interventions  has  had 
successful,  but  limited  use  along  the  border,  and  there 
is  still  a  great  need  for  health  promotion/disease  pre- 
vention that  is  culturally  and  age  appropriate  in  order 
to  accommodate  the  rich  diversity  of  these  popula- 
tions. To  be  effective,  health  promotion  must  also  in- 
clude disease  prevention  that  is  targeted  to  border  area 
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health  disparities.  Funding  is  needed  to  educate  bor- 
der residents  about  the  various  diseases  that  can  be 
prevented  if  appropriate  measures  are  taken. 

10.0      Broaden  Environmental  Protections 
along  the  U.S. -Mexico  Border 

A  2000  Environmental  Protection  Agency  survey 
of  six  of  the  14  Texas  counties  along  the  Texas-Mexico 
border  documented  the  need  to  assess  the  potential 
for  pesticide  exposures,  increase  the  availability  of  safe 
drinking  water,  and  expand  the  wastewater  infrastruc- 
ture. It  also  found  that  poor  infrastructure  and  public 
services  produced  a  potentially  greater  risk  of  disease 
and  exposure  to  environmental  contaminants.41 

Most  research  on  environmental  issues  in  the  bor- 
der area  employs  a  limited  scope  in  its  general  ap- 
proach as  well  as  a  narrow  definition  of  what  consti- 
tutes an  environmental  issue.  Because  environmental 
risks  affect  all  of  the  border's  quality  of  life  indicators 
and  are  not  limited  to  just  air  and  water,  a  holistic 
approach  to  environmental  health  should  be  imple- 
mented along  the  border. 


Recommendation  10.1: 

Employ  a  holistic  state,  tribal,  and  federal  envi- 
ronmental approach  for  addressing  environmen- 
tal quality  of  life  issues  on  the  border  that  goes 
beyond  considering  only  those  environmental  is- 
sues that  involve  air  and  water. 

Justification 

Such  an  approach  would  address  the  impact  of 
and  relationships  between  health  hazards  that  border 
families  encounter  daily,  such  as  lead  poisoning,  un- 
regulated commerce,  substandard  housing  in  colonias 
and  tribal  communities  along  the  border  and  other 
environmental  dangers. 

Environment  programs  that  have  been  limited  to 
mainly  water,  sewage,  and  solid  waste  and  air  quality 
must  grow  to  include  funding  to  attack  problems  such 
as  lead  poisoning,  unregulated  commerce  that  poisons 
the  environment,  substandard  housing,  and  hazard- 
ous containers  used  to  store  drinking  water.  Further 
study  is  needed  to  reduce  air  pollution  from  binational 
sources.  The  surveillance  of  environmental  health 
should  involve  assessments  that  will  allow  for  the  iden- 
tification and  remediation  of  contaminated  sites  and 
for  the  education  of  border  communities  regarding  en- 
vironmental health.  The  goal  of  environmental  justice 
requires  that  people  of  all  races,  cultures,  and  incomes 
receive  fair  treatment  regarding  the  development  of 
environmental  laws,  regulations,  and  policies. 
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Minority  populations  must  understand  where, 
why,  and  how  to  access  services  as  they  re- 
late to  bioterrorism  planning  and  response 
efforts.  In  addition,  it  is  critically  important  to  in- 
clude minority  populations  in  the  planning  of  response 
efforts  as  well  as  to  ensure  their  place  in  an  expanded 
workforce  as  the  public  health  infrastructure  is  im- 
proved to  prepare  for  and  respond  to  possible 
bioterrorist  attacks  and  public  health  emergencies. 


Backg 


grounc 


Bioterrorism  poses  a 
unique  challenge  to  the  se- 
curity of  the  U.S.  popula- 
tion. The  attacks  of  Septem- 
ber 11,  2001,  and  the 
intentional  release  of  an- 
thrax spores  revealed  vulner- 
abilities in  the  U.S.  public  health  infrastructure  and, 
in  particular,  exposed  the  effects  of  the  long  decline  in 
the  U.S.  public  health  system  on  the  security  of  the 
Nation  and  individual  members  of  the  population.  In 
response,  the  federal  government  has  been  developing 
a  comprehensive  bioterrorism  preparedness  plan. 

Although  it  may  be  difficult  to  distinguish  a 
weaponized  infectious  disease  from  a  naturally  occur- 
ring or  emerging  infectious  disease,  the  response  to 
protect  against  both  is  the  same.  The  traditional  pub- 
lic health  response — surveillance,  prevention,  detec- 
tion, response,  recovery,  and  attribution — will  be  the 
paradigm  used  in  responding  to  acts  of  terror.  The 
broader  framework  of  the  public  health  system,  which 
must  actively  engage  the  community  in  order  to  be 
effective,  is  the  backdrop  against  which  preparedness 
and  response  will  occur. 

It  is  difficult  to  predict  when  biological  attacks 
will  occur  in  the  future  or  which  agents  will  be  used; 
thus,  preparation  and  planning  is  essential.  A  biologi- 
cal attack  could  result  in  a  large  number  of  deaths  and 
illness  before  the  agent  is  recognized  and  countered. 
Although  a  perfect  system  of  prevention  and  response 
cannot  be  created,  preparation  will  reduce  anxiety, 
mitigate  the  consequences  of  an  actual  attack,  and  sta- 
bilize the  population  at  risk  until  recovery.  Once  an 
attack  has  occurred,  a  better  prepared  and  reinforced 
health  response  system  will  be  needed,  as  will  a  reli- 


There  are  real  and  hidden  dangers 

to  not  ensuring  that  minorities  and 

LEP  (limited  English  proficiency)  persons 

are  included  in  plans  and  networks. 


able  and  consistent  communications  plan.  For  those 
exposed,  protocols  for  treatment  and  decontamination 
must  be  available. 

A  systems-level  approach  to  dealing  with 
bioterrorism  threats,  especially  those  involving  com- 
municable diseases,  is  needed.  This  approach  must  con- 
sider the  integration  of  multiple  modes  of  manage- 
ment, risk  analysis  in  the  face  of  inherent  uncertainties 
concerning  what  agents  will  be  introduced,  and  the 
potential  interactions  among  multiple  bioterrorism 

agents.  Such  research  is  likely 
to  heavily  rely  on  the  tech- 
niques of  operations  research, 
especially  including  the  de- 
velopment of  models  that  can 
be  used  for  scenario  develop- 
ment and  training,  for  rapid 
response  following  detection 
of  infected  individuals,  and 
for  redesigning  current  systems  (including  possible  pat- 
terns of  movement)  in  order  to  make  our  societies  less 
susceptible  to  catastrophic  outbreaks.  Such  models 
must  be  developed  with  the  community  in  mind  and 
with  its  active  participation. 

A  key  change  in  our  Nation's  preparation  for  acts 
of  terror  is  the  establishment  of  the  new  Department 
of  Homeland  Security  (DHS)  and  the  transfer  of  a 
number  of  HHS  programs  to  this  new  Department. 
As  a  result,  HHS'  responsibility  for  bioterrorism  has 
and  will  probably  continue  to  evolve.  However,  HHS 
already  has  several  programs  under  way.  The  FY  2003 
budget  for  bioterrorism  was  $1.4  billion.  The  com- 
prehensive state  plans  are  intended  to  build  stronger 
public  health  systems  and  better  prepare  for 
bioterrorism,  marking  the  first  time  that  federal,  state, 
and  local  governments  have  created  a  unified  plan  for 
responding  to  public  health  emergencies  resulting  from 
terrorism. 

State  and  local  governments  will  use  federal  grant 
money  to  further  develop  comprehensive  bioterrorism 
preparedness  plans,  upgrade  infectious  disease  surveil- 
lance and  investigation,  enhance  the  readiness  of  hos- 
pital systems  to  deal  with  large  numbers  of  casualties, 
expand  public  health  laboratory  and  communications 
capacities,  and  improve  connectivity  between  hospi- 
tals and  city,  local,  and  state  health  departments  to 
enhance  disease  reporting. 
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One  change  resulting  from  the  creation  of  DHS  is 
the  movement  of  the  Metropolitan  Medical  Response 
System  (MMRS)  out  of  HHS  to  the  new  Department. 
MMRS  program  is  being  funded  at  $60  million  in 
FY  2003.  In  addition,  DHS  is  proposing  to  eliminate 
the  program  in  FY  2004.  DHS  states  that  the  large 
increase  in  FY  2003  completes  the  mission  of  provid- 
ing 122  cities  with  the  necessary  funding  to  establish 
a  base  level  of  preparedness.  However,  ongoing  moni- 
toring must  occur  to  ensure  cities  maintain  this  level 
of  preparedness  and  minority  populations  continue 
to  be  included  and  represented  as  appropriate. 

The  MMRS  emphasizes  enhancement  of  local 
planning  and  response  capabilities,  as  well  as  enhance- 
ment of  local  hospital  capacities,  and  is  tailored  to  each 
jurisdiction  so  that  it  can  care  for  victims  of  a  terrorist 
incident  involving  a  weapon  of  mass  destruction.  These 
systems  are  characterized  by  a  concept  of  operations; 
specially  trained  responders;  a  special  stockpile  of  phar- 
maceuticals; equipment  for  the  detection  of  biologi- 
cal, chemical,  and  nuclear  agents  and  personal  protec- 
tive equipment;  decontamination  capabilities; 
communications  equipment,  medical  equipment,  and 
other  supplies;  and  enhanced  emergency  medical  trans- 
port and  emergency  room  capabilities.  The  MMRS 
program  includes  a  focus  on  responses  to  a  biological 
attack,  including  early  warning  and  surveillance,  mass- 
casualty  care,  and  the  development  of  plans  for  the 
management  of  mass  fatalities.  The  concept  of  opera- 
tions includes  the  local  jurisdiction's  plan  for  augmen- 
tation of  health  and  medical  assistance  by  the  federal, 
state,  and  neighboring  governments,  including  the 
movement  of  patients  (when  local  health  care  systems 
become  overloaded). 

MMRS  contracts  are  especially  aimed  at  improv- 
ing local  jurisdictions'  ability  to  respond  to  the  pos- 
sible release  of  a  chemical  or  biological  disease  agent, 
but  also  serve  to  improve  local  response  to  any  event 
involving  mass  casualties.  In  developing  these  plans, 
it  is  crucial  to  examine  the  intersection  of  the  health 
care  and  security  systems  and  their  impacts  on  poor 
and  minority  communities  (such  as  access  and  trans- 
portation issues).  In  general,  underserved  communi- 
ties are  the  most  vulnerable  to  attack  because  they  lack 
infrastructure,  and  more  funds  are  needed.  In  addi- 
tion, language  barriers  could  be  an  impediment  to 
quickly  and  accurately  communicating  information 
about  risk  and  appropriate  counter  measures. 


There  are  real  and  hidden  dangers  to  not  ensur- 
ing that  minorities  and  LEP  (limited  English  profi- 
ciency) persons  are  included  in  plans  and  networks. 
Leaving  a  segment  of  a  community  at  risk  places  the 
entire  community  at  risk  (e.g.  rapid  and  early  detec- 
tion of  disease).  These  communities,  often  already  lack- 
ing in  public  health  and  medical  resources  and  an  ac- 
tive voice  in  local  government,  might  be  especially 
ill-prepared  for  an  effective  community  response. 

Importantly,  because  law  enforcement  will  be  in- 
volved in  investigation  and  response  of  attacks,  mi- 
nority populations  might  be  particularly  concerned 
about  profiling  abuses  and  suspicious  about  coopera- 
tion with  law  enforcement  officials.  In  particular,  im- 
migrant Americans  native  to  countries  in  which  gov- 
ernment oppression  was  their  experience  and 
non-immigrant  communities  that  have  historically 
been  mistreated  are  likely  to  be  especially  concerned 
with  such  governmental  efforts.  Issues  of  quarantine 
are  likely  to  exacerbate  existing  fears  about  the  limits 
of  local  authorities  and  the  ability  of  government  to 
invoke  special  powers  in  the  event  of  an  emergency.  A 
history  of  abuse  and  distrust  in  this  regard  will  stymie 
efforts  to  identify,  respond  to,  and  contain  an  attack. 
Communication  plans  that  involve  the  local  commu- 
nity, local  leaders,  and  minority  officials  at  their  in- 
ception will  be  critical  to  the  ability  of  minority  com- 
munities to  receive  accurate  information  and  respond 
appropriately. 

Critical  benchmarks  have  been  set  for  bioterrorism 
preparedness  planning  by  HHS.  The  Advisory  Com- 
mittee is  pleased  to  see  that  initial  efforts,  which  did 
not  explicitly  call  for  minority  involvement,  have  been 
modified  and  new  guidelines  actively  and  explicitly 
require  such  efforts.  The  Bioterrorism  Subcommittee 
reviewed  the  HHS  plans  and  benchmarks  and  used 
them  as  guides  in  their  deliberations  and  development 
of  recommendations.  The  HHS  goals  provide  an  op- 
portunity, early  in  the  process,  for  ensuring  that  mi- 
nority populations  are  involved  in  the  planning  and 
assessment  of  strategies  to  counter  bioterrorism,  and 
that  such  plans  reflect  and  address  the  needs  and  pri- 
orities of  minority  communities.  Three  major  issues 
were  identified  and  recommendations  made  in  three 
general  areas. 
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Bioterrorism  Response  Needs 

11.0   Include  minority  representation  in  preparedness  planning  and  readiness  efforts; 

12.0   Ensure  expanded  response  capacities  enlist  and  partner  with  minority  populations  and 
organizations;  and 

13.0  Ensure  that  Health  Alert  Networks/communications  reach  all  populations  in  a  linguistically  and 
culturally  competent  manner 


11.0       Include  Minority  Representation  in  Pre- 
paredness Planning  and  Readiness  Efforts 

One  of  the  benchmarks  in  the  HHS  policy  is  for 
each  state  or  municipality  receiving  funds  to  establish 
an  advisory  committee  to  include  representatives  from 
(included  but  not  limited  to): 

♦♦*       State  and  local  health  departments  and 
governments; 

♦♦♦      Emergency  Management  agencies; 

♦♦♦       Emergency  Medical  Services; 

♦       Office  of  Rural  Health; 

♦♦♦       Police,  fire  department  and  emergency  rescue 
workers,  and  occupational  health  workers; 

*♦♦      Other  health  care  providers,  including  univer- 
sity, academic,  medical,  and  public  health; 

*♦*       Community  health  centers; 

*♦*       Red  Cross  and  other  voluntary  organizations; 
and 

*♦*      The  hospital  community  (to  include  Veterans 
Affairs  and  military  hospitals). 


This  policy  includes  all  critical  parties  in  preparing 
for  and  responding  to  a  bioterrorist  attack.  Unless 
concerted  efforts  are  made,  it  might  not  be  sufficiently 
reflective  of  minority  populations  likely  to  be  dispro- 
portionately exposed  to,  and  affected  by,  a  terrorist 
attack,  for  example  urban  populations  or  tribal  popu- 
lations residing  on  or  near  borders  (an  area  of  weak- 
ness and  focus  for  preparedness). 

Recommendation  11.1: 

The  Office  of  Minority  Health  should  play  a  cen- 
tral role  in  ensuring  that  states  and  municipali- 
ties include  minority  population  representatives 
in  the  advisory  committees  formed  to  develop 
bioterrorism  preparedness  plans.  Tribal  represen- 
tation should  be  included  along  with  state  and 
local  health  departments.  The  advisory  commit- 
tees must  ensure  that  the  plans  include  measures 
to  ensure  accountability  to  all  communities. 

Recommendation  11.2: 

The  Office  of  Minority  Health  should  continue 
to  monitor  and  provide  assistance,  in  partner- 
ship with  the  HHS  Office  of  Public  Health  Pre- 
paredness, to  the  transition  of  bioterrorism  pre- 
paredness functions  to  the  Department  of  Home- 
land Security  to  ensure  representation  and  con- 
sideration of  minority  populations  in  ongoing 
evaluation  and  implementation  of  guidelines, 
policies,  and  practices. 
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Justification 

Specifically,  OMH  should  serve  as  a  resource  to 
the  Office  of  Emergency  Preparedness,  in  particular 
to  MMRS,  in  identifying  and  assisting  in  ensuring 
minority  representation  on  advisory  committees. 

In  complementing  the  mission  of  the  Department 
of  Homeland  Security,  the  health  professions  play  a 
central  part  in: 

♦♦♦    Assisting  in  the  process  of  closing  gaps  in 
health  services; 

♦♦♦     Addressing  bioterrorism  preparedness; 

♦♦♦     Developing  strategies  for  dealing  with  the  pub- 
lic health  aspects  of  an  emergency; 

♦♦♦     Providing  assistance  to  and  collaborating  with 
local,  state,  tribal,  and  federal  agencies  in  plan- 


ning their  public  health-related  responses  to 
emergency  situations; 

♦♦♦  Monitoring  emergency  responses  and  recov- 
ery efforts  to  ensure  that  resources  and  per- 
sonnel are  used  at  their  maximum  effective- 
ness and  capacity;  and 

♦♦♦  Coordinating  HHS  activities  with  those  of  lo- 
cal, state,  and  other  federal  agencies  that  are 
responding  to  the  emergencies. 

It  is  critical  that  the  concerns  and  needs  of  minority 
populations  are  addressed  in  every  aspect  of  these  ac- 
tivities. The  federal  government  must  have  a  plan  to 
ensure  that  all  groups — defined  economically,  by  lan- 
guage, by  ethnicity,  or  racially — will  receive  prompt, 
sufficient,  and  systematic  treatment  following  a  bio- 
logical attack. 
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Interim  Recommended  Notification  Procedures  for  Local  and  State 
Public  Health  Department  Leaders  in  the  Event  of  a  Bioterrorist  Incident 


«- 


-OR- 


-» 


Local  Health  Officer  is 

informed  of  a  bioterrorist 

incident  or  threat. 


V 


First: 

Notify  FBI 

Notify  local 

law  enforcement 


V 


Nei 

Notify  and  involve 

State  Health  Department 

and  other  response 

partners,  per 

a  pre-established 

notification  list. 


Local  Health  Officer 
suspects  that  cases  of 
illness  may  be  due  to  a 

bioterrorist  incident. 


^  First: 

nform  and  involve 
State  Health  Department. 
Health  Department 
notifies  CDC. 
Conduct  investigation. 


0 


State  h 
not 


Yes 


^> 


Notify  FBI 

Notify  other 

pre-determined 

response  partners. 


£ 


<p     Is  bioterrorist  incident     O 

confirmed  or  thought 

to  be  probable? 


No 


0 


Continue 
investigation 


te  Health  Department 
notifies  the  CDC 


This  schema  is  meant  for  use  by  local  public  health  leaders  who  identify  or  suspect  a  bioterrorist  incident  in  their  community. 
It  should  be  incorporated  into  a  local  communications  plan  for  bioterrorism.  For  purposes  of  clarity,  only  communications  by 
local  and  state  health  officials  are  diagrammed.  For  simplicity,  the  term  "Local  Health  Officer"  is  used  in  this  schema.  However, 
depending  on  the  structure,  size,  and  complexity  of  the  local  public  health  agency,  this  person  might  be  the  Administrator, 
Environmental  Health  Director,  Chief  Epidemiologist,  or  some  other  professional  in  an  officially  designated  leadership  role. 

Source:  Centers  for  Disease  Control  and  Prevention 
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12.0      Expanded  Response  Capacities  Should 
Enlist  and  Partner  with  Minority 
Populations  and  Organizations 

The  public  health  infrastructure  must  be  strength- 
ened in  order  to  ensure  a  rapid,  effective  response  in 
the  event  of  a  bioterror  attack.  This  requires  a  report- 
ing system,  laboratory  capabilities,  and  detection  and 
surveillance  capacities.  A  strong  public  health  infra- 
structure that  can  detect  cases  and  deliver  the  appro- 
priate treatment  in  a  timely  manner  requires  organi- 
zation and  resources — both  financial  and  in  terms  of 
trained  personnel — at  the  community  level,  in  con- 
sultation with  local  community  leaders.  Not  only  will 
this  enhanced  infrastructure  increase  the  capacity  for 
response  to  an  attack  or  other  public  health  emergency, 
but  it  also  provides  jobs  and  opportunities  for  the  lo- 
cal community. 

Recommendation  12.1: 

State  and  municipal  programs  should  ensure  that 
sufficient  outreach  occurs  to  guarantee  fair  and 
equal  representation  of  minority  populations  in 
the  recruitment  and  retention  of  the  expanded 
workforce.  Expanded  networks  and  systems  should 
include  existing  organizations  that  serve  minor- 
ity populations. 

Justification 

Appropriate  response  to  a  bioterror  attack  requires 
a  system  in  place  to  rapidly  detect  cases  and  outbreaks. 
Local  health  departments  are  the  first  line  of  defense 
in  the  event  of  an  attack.  Response  often  requires  go- 
ing into  the  community,  gathering  data,  interviewing 
individuals,  and  communicating  with  local  health, 
public  health,  law  enforcement,  and  housing  authori- 
ties. Thus,  the  response  system  involves  complex  hu- 
man systems  and  therefore  must  be  an  integral  part  of 
the  community.  Extensive  research  shows  that  out- 
reach and  education  efforts  are  most  effective  when 
conducted  by  individuals  who  are  familiar  with  or  a 
part  of  the  culture  of  the  community42  The  design 
and  development  of  community-level  interventions 
requires  partnering  with  communities  or  subcommu- 
nities  and  businesses  to  assess  needs,  and  to  design 
and  develop  programs  so  that  messages  are  kept  simple. 


Moreover,  community  leaders  must  buy  into  plans  and 
programs,  as  in  many  cases,  only  they  have  the  cred- 
ibility to  raise  important  issues  of  concern  to  their  com- 
munity and  communicate  plans  and  progress  to  the 
community  as  they  develop. 

The  current  HHS  awards  are  intended  to  enable 
state,  tribal,  and  local  health  departments  to  enhance, 
design,  and/or  develop  systems  for  rapid  detection  of 
unusual  outbreaks  of  illness  that  may  be  the  result  of 
bioterrorism. 

Indeed,  tribes  have  responsibility  for  maintaining 
security  of  some  parts  of  the  U.S.  border  and  therefore 
must  be  actively  involved  in  planning  for  a  possible 
attack.  Expanded  epidemiologic  capacity  of  state  and 
local  health  departments  extends  the  existing  public 
health  infrastructure,  which  has  been  allowed  to  frag- 
ment and  deteriorate  in  some  states  and  jurisdictions. 
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Building  the  capacity  to  detect  infectious  agents  re-      Justification 
suiting  from  a  bioterror  attack  will  assist  in  detecting 
other  outbreaks  of  infectious  disease,  and  other  public 
health  threats  and  emergencies,  and  thus  is  a  long- 
term  investment. 

The  inclusion  of  organizations  that  currently  serve 
or  represent  minority  populations  at  the  community 
level  will  increase  the  viability  of  an  expanded  system 
to  reach  out  and  be  inclusive  of  minority  populations. 
In  addition,  building  on  existing  organizations  and 
partners  will  increase  the  communities'  trust  in  the 
expanded  system. 


13.0      Health  Alert  Networks/Communications 
Should  Reach  All  Populations 

Recommendation  13.1: 

HHS  should  make  resources  available  to  plan, 
design,  and  implement  effective  communications 
plans,  which  should  include  the  following  actions 
by  state  and  local  authorities: 

1.  Invite  experts  and  leaders  from  minority  popula- 
tions to  participate  in  the  planning  and  imple- 
mentation processes; 

2.  Involve  ethnic  media  (TV,  radio,  newspaper); 

3.  Ensure  messages  are  produced  in  the  languages 
spoken  in  the  community; 

4.  Ensure  messages  are  available  to  individuals  with 
vision  and  hearing  impairments; 

5.  Invite  minority  groups  (including  tribal  agen- 
cies) to  help  develop  standard  languages  for  mes- 
sages; and 

6.  Test  the  communications  network  to  ensure  it 
reaches  all  members  of  the  community. 


In  the  event  of  a  bioterror  act,  effective  education 
and  communication,  consisting  of  clear  and  concise 
information,  will  help  assure  the  public  that  the  situ- 
ation is  being  addressed  competently  and  quickly. 
When  informing  and  educating  the  public  about  pre- 
paredness or  an  attack,  public  health  agencies  need  to 
rely  on  their  local  news  media  and  established  com- 
munications outlets.  This  requires  the  effective  use  of 
a  local  press  officer  or  other  public  health  agency 
spokesperson. 

In  planning  an  effective  response,  public  health 
agencies  must  be  able  to  draw  on  existing  relations 
with  the  local  media  and  community  organizations. 
Lessons  learned  from  the  rash  of  anthrax  scares  in  200 1 
and  2002,  and  more  recently  with  the  SARS  outbreak 
and  concerns  abut  smallpox  vaccinations,  demonstrate 
that  the  press  is  the  most  common  source  of  informa- 
tion for  the  general  public  during  an  emergency  and 
that  local  leadership  must  be  involved  in  the  delivery 
of  messages.43 

The  current  HHS  policy  aims  to  enable  state  and 
local  public  health  agencies  to  establish  and  maintain 
a  communications  network  to  support  rapid  and  ac- 
curate exchanges  of  information.  This  will  require 
training  and  linking  public  health  agencies  with  local 
public  and  private  partners.  The  goal  is  to  provide,  on 
a  24/7  basis,  rapid  dissemination  of  public  health  ad- 
visories to  the  news  media  and  the  public  at  large, 
ensure  secure  electronic  data  exchange  between  pub- 
lic health  partners'  computer  systems,  and  protect  data 
as  necessary. 

An  essential  first  step  in  designing  a  preparedness 
plan  is  to  evaluate  who  in  the  community  is  being 
reached  and  how.  This  can  lead  to  information  about 
which  individuals  or  groups  might  not  be  reached  in 
the  event  of  an  emergency  and  why.  Determining  who 
is  and  is  not  being  reached  is  easier  in  some  commu- 
nities than  others,  but  one  strategy  that  appears  to 
work  is  to  spend  time  in  the  community  to  better 
understand  the  factors  and  people  that  influence  de- 
cision making  in  that  community.44 

Collaboration  with  community  partners  to  build 
community  support  and  trust  both  helps  in  identify- 
ing populations  and  laying  the  groundwork  for  effec- 
tive programs.  The  Committee  is  concerned  that  an 
expanded  public  health  infrastructure  will  not  be  in- 
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elusive  of  agencies  that  traditionally  serve  minorities. 
For  example,  many  uninsured,  low  income  minority 
persons  are  more  apt  to  seek  care  or  guidance  from 
their  local  community  health  center  or  clinic  versus  a 
hospital.  Such  grass-roots  community-oriented  pro- 
grams must  be  equipped  to  rapidly  detect  cases,  de- 
liver pharmaceuticals  or  vaccinations  as  needed,  and 
respond  to  other  emergencies. 

An  effective  network  must  recognize  the  limited 
or  nonexistent  English  proficiency  of  some  commu- 
nity members.  Populations  with  limited  English  lan- 
guage skills  are  disproportionately  represented  in  large 
urban  centers,  which  are  more  likely  targets  for  terror 
attacks.  According  to  Census  data  more  than  10  per- 
cent of  the  population  of  some  states  has  limited  En- 
glish language  skills  and  these  percentages  increase  in 
concentrated  urban  settings.  In  addition  to  linguistic 
competency,  we  must  also  prepare  information  and 
risk  communication  in  a  culturally  competent  man- 
ner, in  order  for  the  message  to  be  effective.  Policies 
and  activities  must  be  in  place  to  ensure  all  commu- 
nity members  have  access  to  critical  information  in  a 
timely  manner.  Gaps  in  communication  can  place  the 
entire  community  at  increased  risk. 


Recommendation  13.2: 

State  and  local  agencies  should  ensure  fair  and 
equal  participation  of  minorities  in  the  recruit- 
ment, retention,  and  development  of  public  health 
leaders  and  managers.  Linguistic  and  cultural 
competency  should  be  a  training  requirement  for 
all  personnel. 

Justification 

To  be  effective  in  communicating  with  and  pro- 
tecting all  community  members,  state,  tribal,  and  lo- 
cal health  agencies  must  be  culturally  competent  and 
reflect  their  community's  population  and  its  needs. 
As  state  and  local  agencies  recruit,  retain,  and  develop 
public  health  leaders  and  managers  to  address 
bioterrorism  planning  and  response  needs,  it  is  criti- 
cal that  minority,  bicultural,  and  bilingual  individu- 
als are  hired.  This  is  the  most  effective  approach  to 
ensuring  that  information  needs  of  minority  popula- 
tions will  be  identified  and  addressed.  Additionally, 
the  public  health  workforce  must  have  sufficient  skills 
and  competencies  in  communicating  to  minority  and 
vulnerable  populations. 
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